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The present study explored perfectionism as a cognitive vulnerability of depression. A 
group of 135 adolescents, aged between 15 and 16 years old, completed measures of self-
oriented and socially-prescribed perfectionism, rumination and depression, three weeks 
before an important exam period. Symptoms of depression were measured again four 
weeks later, after the exams had finished but before the results had been shared. A cross-
sectional mediation analysis revealed that both self-oriented and socially prescribed 
perfectionism could predict depression and that these associations were fully mediated by 
rumination. After the exams, pupils on average reported an improvement in mood. 
Socially-prescribed perfectionism was however associated with higher scores of 
depression at Time 2 compared to their peers, which could not be explained by pre-exam 
rumination. This study adds to the existing literature suggesting the two types of 
perfectionism may have different developmental trajectories. Implication and advice for 






 Adolescent Depression  
Depression is one of the most common mental health problems experienced by young 
people globally (Polanczyk, Salum, Sugaya, Caye, & Rohde, 2015). In adults and 
adolescents alike, depression is characterised by a change in affect, including persistent 
feelings of sadness or anhedonia; which in younger populations may be expressed as 
irritability. Disturbed sleep, a loss of appetite, lack of concentration, and thoughts 
surrounding hopelessness or despair are also common (Kessler, Avenevoli & 
Merikangas, 2001).  
 
Over a five-year period, between the ages of 13 and 18, the lifetime prevalence of 
diagnosable mood disorders surges from 8.4% to 15.4% (Merikangas et al., 2010). A 
comparable number of young people, in addition, report subclinical levels of depressive 
symptoms (Wesselhoeft, Sørensen, Heiervang & Bilenberg, 2013; Kessler et al., 2001).  
There is also considerable evidence of continuity through to adulthood. For example, in 
a prospective study on young adults, the annual rate of major depressive disorder was 
3.7% among people who had not previously reported difficulties with their mental health, 
compared to 9% for those who had experienced symptoms of depression in adolescence 
(Lewinsohn, Rohde, Klein & Seeley, 1999). Furthermore, three quarters of adults with 
recurrent or chronic depression retrospectively reported their first episode to have started 
before the age of 18 (Kim-Cohen et al., 2003).  Epidemiological studies have found that 
symptoms of depression can be observed in a comparable number of boys and girls during 
childhood. However, starting from mid-adolescence approximately twice as many young 
women as men report being affected by depression (e.g. Twenge & Nolen-Hoeksema, 
2002; Hankin, Mermelsteain & Roesch, 2007; Costello, Copeland, & Angold, 2011; 
Hankin et al., 2015; Cyranowski, Frank & Young, 2000).  
 
Depression can have a devastating impact across all dimensions of a young person’s life, 
and has been associated with interpersonal difficulties, poorer academic achievements 
and increased risk of attempted suicide (Klein, Shankman, Lewinsohn, & Seeley, 2009). 
These risks appear to persist; depression in adolescence has been linked to enduring 
difficulties, including reduced global functioning and unemployment in early adulthood 
(Fergusson & Woodward, 2002). 
9 
 
The increased prevalence rates, emergence of gender differences, and long-term impact 
on quality of life have led adolescence to be called ‘a critical time’ to understand how 
depression develops (Abela & Hankin, 2008; Hankin et al., 1998; Avenevoli et al. 2015).  
Exploring the causes and mechanisms leading to these difficulties is an important clinical 
question, as it can help inform interventions. It could also help to identify young people 
who are at greater risk of experiencing difficulties with their mood so that support can be 
put in place earlier. It may further be used in the development of prevention programmes 
to be delivered universally for young people, for example, in schools (Ingram & Price, 
2011; Gladstone, Beardslee & O’Connor, 2011).  
 
 
 Vulnerability-Stress Models of Depression 
Stress is believed to be a precursor to depression, either following significant life changes 
such as bereavement or divorce (Hammen, 2005; Monroe & Hadjiyannakis, 2002), or 
through a build-up of daily hassles, for example arguments with friends or parents, or 
worries about school work (Sim, 2000). When asked, most people retrospectively report 
to have encountered a stressful life event within a month prior to noticing their first 
symptoms of depression (Hankin & Abela, 2005). The transition to puberty has 
furthermore been linked to an increase in aversive experiences (Ge, Conger & Elder, 
2001; Stikkelbroek, Bodden, Kleinjan, Reijnders & van Baar, 2016). Hence, the risk of 
stress may be particularly relevant to adolescents. 
 
Multi-wave, longitudinal studies (e.g. Hankin et al., 2007; O'Connor, Rasmussen, & 
Hawton, 2010) have demonstrated that negative events indeed do play a significant role 
in the onset of depressive symptoms. However, stressful life events alone are not enough 
to predict changes to affect, and the majority of people who encounter aversive 
experiences do not become depressed (Hankin, 2006). A main objective has therefore 
been to explain why, given similar circumstances, some young people experience a strong 
negative emotional reaction to events, whereas others remain unscathed (Hankin, Fraley 
and Abela, 2005). An influential way to explain these differences has been using the 
diathesis-stress model (Meehl, 1962; Monroe & Simons, 1991). It proposes that each 
person has a unique set of vulnerabilities, which precipitate and maintain depression 
through the interaction with life stressors.  
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One type of diathesis is cognitive vulnerabilities. Thought processes are hypothesised to 
relate to depressive symptoms, for example through the perception of, reactions to, and 
judgements made when confronted with stressors (e.g. Ingram, Miranda and Segal, 1998). 
A person’s experience of depression will hence depend on the severity of their 
vulnerabilities, the qualities of the stressor, and the cognitions involved (Abela & Hankin, 
2008). Broader frameworks have been proposed, including Beck’s cognitive theory 
(Beck, 1967), the Response Style theory (Nolen-Hoeksema, 1991) and the Personality 
Predisposition theory (Blatt & Zuroff, 1992), which have been well researched in the 
adult literature (see Scher, Ingram & Segal, 2005, for review). Evidence for these theories 
has also been found among younger populations (e.g. Abela, Brozina, & Haigh, 2002; 
Hankin & Roesch, 2005; Lewinsohn, Joiner & Rohde, 2001).  
 
The need for further studies on cognitive vulnerabilities amongst adolescents, and their 
roles in the aetiology of depression, has however been highlighted (Abela & Hankin, 
2008). Firstly, because adolescence is an age associated with neuroanatomical change, 
linked to alterations in both affect and cognitions (Keshavan, Giedd, Lau, Lewis & Paus, 
2014). This is, for example, the time in which thinking is believed to become more 
crystallised and trait-like (Ingram, 2003; Ingram & Luxton, 2005; Cole, Jacquez, & 
Maschman, 2001). These developmental considerations mean findings from one age 
group are harder to generalise across young people. Effect sizes of cognitive 
vulnerabilities have for example been found to be small for children, but become larger 
during adolescent years (Lakdawalla, Hankin, & Mermelstein, 2007). Comparatively less 
is also known about how specific vulnerabilities (e.g. inferential style or self-criticism) 
interact with particular stressors, either congruent or incongruent with the person’s 
beliefs. This has been identified as an interesting area for further research, as findings 




 Perfectionism as a Cognitive Vulnerability to Depression  
One cognitive factor linked to depression is ‘perfectionism’, the striving towards high 
standards followed by critical self-evaluation and distress when there is a risk of the 
demands not being met (Frost, Marten, Lahart, and Rosenblate, 1990). Observed as a 
transdiagnostic vulnerability factor (Egan, Wade, & Shafran, 2011), perfectionism has 
also been associated with anxiety (e.g. Hewitt et al., 2002), eating disorders (Dour and 
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Theran, 2011; Nilsson, Sundbom, & Hägglöf, 2008), and increased risk of suicidal 
behaviours amongst adolescents (Bibeau and Dupuis, 2007; Boergers, Spirito, and 
Donaldson, 1998; Enns, Cox and Inayatulla, 2003). 
 
Perfectionism is sometimes thought to encompass both adaptive and maladaptive 
qualities (e.g. Frost et al., 1990; Rice and Preusser, 2002; Hamachek, 1978). It has been 
proposed that aspects of perfectionism, at times, can be motivating, help people to stay 
goal focused, and yield feelings of pride and success when a task has been achieved 
(Bieling, Israeli, Smith & Antony, 2003). Difficulties are thought to emerge when 
performance is judged with persistent self-criticism (Frost et al., 1990), when standards 
are endlessly moved to unobtainable levels (e.g. Bieling, Israeli, Smith & Antony, 2004), 
or when there is a discrepancy between personal standards and actual performance 
(Accordino, Accordino & Slaney, 2000; Afshar et al., 2011). Others have argued that no 
form of perfectionism is adaptive (Blatt, 1995; Shafran, Cooper & Fairburn, 2002; Flett 
& Hewitt, 2006). 
 
Two of the most commonly used measures of perfectionism with adults are the Frost 
Multidimensional Perfectionism Scale (Frost et al., 1990) and the Hewitt-Flett 
Multidimensional Perfectionism Scale (Hewitt, Flett, Turnbull-Donovan & Mikail, 
1991). Both measures share a conceptualisation of perfectionism as trait-like, to consist 
of both personal and relational aspects, and that the different dimensions of perfectionism 
relate to psychopathy in different ways. Frost and colleagues proposed perfectionism to 
be made up of six factors, including ‘Concern over Mistakes’, ‘Doubts About Actions’, 
‘Parental Expectations’, ‘Parental Criticism’, ‘Personal Standards’ and ‘Organization’. 
Hewitt and Flett instead, more broadly suggested perfectionism can be due to 
expectations perceived to come from other people (Socially-Prescribed Perfectionism), 
demands placed on oneself (Self-Oriented Perfectionism), or demands placed on others 
(Other-Oriented Perfectionism). In a comparison of two measures, Frost et al. (1993) 
suggested that Concerns over Mistakes and Socially-Prescribed Perfectionism both were 
linked to depression, while in contrast, Personal Standards and Other-Oriented 
Perfectionism were associated with elevated mood. 
 
The Child and Adolescent Perfectionism Scale (Flett, Hewitt, Boucher, Davidson & 
Munro, 2000) is one of the most commonly used measures to assess perfectionism in 
youth. Based on the Hewitt-Flett Multidimensional Perfectionism Scale, it assesses 
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Socially-Prescribed Perfectionism (SPP) and Self-Oriented Perfectionism (SOP). Cross 
sectional studies with young people have reported correlations between both SOP and 
SPP and symptoms of depression (e.g. Stornelli, Flett and Hewitt., 2009; Hewitt et al., 
2002). Hewitt et al. (2002) found a direct association between SPP and depressive 
symptoms, but suggested SOP interacted with social or achievement stressors to predict 
depression. These associations have also been investigated prospectively. In the 
‘Lifestyle and Coping’ study (O’Connor et al., 2010), Scottish adolescents (N = 515) 
reported acute life stress, anxiety, depression, perfectionism, and incidents of self-harm 
over a 6-month period. Life stress was the main predictor of an increase in depressive 
symptoms over time, but SPP also accounted for some of the variance (1.6%). The studies 
outlined above are part of a growing body of evidence linking perfectionism to 
depression, yet the mechanism is not well understood. 
 
 
 A Proposed Link Between Perfectionism and Depression 
Another cognitive process implicated in depression is rumination (Olson & Kwon, 2008). 
Alongside distraction and problem-solving, rumination is one of the reactions to 
symptoms of depression proposed in Nolen-Hoeksema’s (1991) Response Styles Theory. 
By fixating on the causes and consequences of experiencing low mood, the repetitive 
negative thinking that characterizes rumination is thought to exacerbate and maintain 
depressive symptoms (Nolen-Hoeksema, Morrow & Fredrickson, 1993). Experimental, 
cross-sectional and longitudinal studies have consistently demonstrated links between 
rumination and depression in adults (e.g. Kirkegaard-Thomsen, 2006). Rumination has 
also been found to reduce mood in adolescents, in experimental (Park, Goodyer & 
Teasdale, 2004) as well as prospective studies (e.g. Abela & Hankin, 2011; Burwell & 
Shirk, 2007). Girls exhibit a greater tendency to ruminate than do boys (Hankin & 
Abramson, 2002; Burwell & Shirk, 2007), which have been found to account for some of 
the gender differences of depression. 
  
Perfectionism and rumination are thought to be different processes; while perfectionism 
is a trait, rumination is a response style. Yet, they share common features. Like 
rumination, perfectionism is associated with repetitive and preoccupied self-monitoring 
(Frost, 1990). Internal and external events are scanned to look for signs of discrepancies 
between current and desired states, leading to cognitive biases in the encoding and 
processing of information (Hewitt & Genest, 1990; Nolen-Hoeksema et al., 2008). Flett, 
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Madorsky, Hewitt and Heisel (2002) found an association between rumination and 
perfectionistic cognitions, which has since been replicated with other samples of 
undergraduate students (Harris, Pepper, & Maack, 2008; O'Connor, O'Connor & 
Marshall, 2007). They suggested rumination mediate the link between perfectionism and 
depression (Flett et al., 2002). 
 
Olson & Kwon (2008) further postulated that stressors, for example achievement tasks, 
may lead to intrusive, performance-related thoughts which might strengthen the 
association between perfectionism and rumination. They asked undergraduate students to 
complete measures of perfectionism, rumination and symptoms of depression at Time 1. 
Four weeks later, depressive symptoms were measured again. The interaction between 
perfectionism and rumination could predict a small, but statistically significant increase 
in symptoms of depression at Time 2, after accounting for depression scores at Time 1. 
Flett and colleagues (Flett, Coulter, Hewitt & Nepon, 2011) carried out a similar study 
with Canadian school pupils from year 7 and 8 but using a cross-sectional design. SOP 
correlated with rumination, but not with problem-solving or distraction. Surprisingly, no 
significant association was found between rumination and SPP. The authors suggested 
this link might be strengthened over adolescent years as more stressors are encountered, 
in line with the diathesis-stress model. 
 
 
 Achievement Tasks as Stressors 
It has been suggested that young perfectionists have heightened sensitivity to personal 
failure, and therefore find achievement tasks particularly challenging. Examinations are 
stressful events for most young people. When year 11 pupils are asked what they worry 
about, homework and exams often top the list (Kyriacou & Butcher, 1993; Owen-Yeates, 
2005). A lot is at stake for pupils, parents and schools alike, and result provide a public 
label which could impact on self-identity and self-worth (Denscombe, 2000). 
 
Most studies assessing the impact of perfectionism in the classroom have used a 
correlational design. When the Almost Perfect Scale–Revised (Slaney, Rice, Mobley, 
Trippi & Ashby, 1996) has been employed as a measure of perfectionism, pupils who set 
high standards for themselves have tended to report higher self-esteem, fewer symptoms 
of depression, and achieved higher grade point averages (GPA) (Accordino et al., 2000; 
Stoeber & Rambow, 2007; Roohafza, Talaei, Sadeghi, Mackie & Sarafzadegan, 2010). 
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Negative reactions to imperfection (Stoeber & Rambow, 2007; Roohafza et al., 2010) or 
discrepancies between their desired and actual academic achievement (Accordino et al., 
2000) have however been linked to symptoms of depression. Similarly, both socially-
prescribed and self-oriented perfectionism were linked to achievement amongst a small 
subset of pupils (those with high academic ability). These traits were however also 
associated with lower mood and anxiety (Stornelli et al., 2009). Together these studies 
indicate that some aspects of perfectionism may lead to a reduction in mood around 
periods of high academic stress, for example following exams, but limitations have 
included the reliance on retrospective reports.  
 
Einstein, Lovibond, & Gaston (2000) reported elevated symptoms of depression amongst 
final year high-school students (age 15-24 years), compared to normative data, at 10 
weeks and again 10 days before exams; especially amongst those who endorsed high traits 
of SPP. In contrast, SOP was not strongly linked to depression. To our knowledge, this is 
the only prospective study on school aged pupils to date which has explored whether 
exams could be a trigger for depressive symptoms amongst adolescents vulnerable to 
harsh self-evaluation. Whilst this study has captured a build-up in distress during exam 
periods, it is unclear what happens after the stressor has passed. We would expect 
negative re-evaluation and rumination to be triggered once the exams have been 
completed, rather than beforehand. 
 
 
 Present study  
In summary, previous research has given a plausible account for how perfectionism and 
rumination could form a pathway to depression, although studies have been few and often 
limited to undergraduate students rather than school aged pupils. Questions therefore 
remain about the replicability of these findings in a younger population. Most studies 
have also been correlational in their design. More prospective studies are therefore 
needed, for example exploring how proposed associations evolve in the context of life 
stressors (Morris & Lomax, 2015). 
 
The present study aimed to further assess the perfectionism-rumination-depression link 
in a mid-adolescent UK sample, by building on the study designs and findings of Olson 
and Kwon (2008) and Flett et al. (2011). Pupils were asked to report symptoms of 
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depression before and after completing their Year 11 mock GCSE-exams1. As well as 
increasing ecological validity, this paradigm had the methodological advantage of having 
a predefined, universal stressor (Einstein et al., 2000). Few studies have looked at how 
exams affect mood among school-aged pupils, and findings have been inconsistent. Some 
have reported that exams exacerbate symptoms of depression (Robinson, Alexander & 
Gradisar, 2009), while others have failed to capture this main effect (e.g. Locker & 
Cropley, 2004). Overall, a slight increase in mood was therefore expected for most pupils 
after the exam had passed. For the adolescents who reported high levels of perfectionism 
and rumination, we would however hypothesize that performance without any immediate 
feedback would trigger repetitive thoughts about how they did, and in particular if any 
mistakes had been made, potentially leading to lower mood.   
 
The present study consisted of two parts. First, a cross-sectional design was used to 
examine interrelationships between perfectionism, rumination and symptoms of 
depression in a sample of British school pupils. The main hypotheses were: 
Hypothesis 1: Positive associations would be found between: 
a) Perfectionism (SOP and SPP) and depressive symptoms 
b) Perfectionism (SOP and SPP) and rumination 
c) Rumination and depressive symptoms  
Hypothesis 2: Rumination would mediate the link between perfectionism and depressive 
symptoms  
   
The second part of the study was exploratory in nature, and aimed to prospectively 
examine how these cognitive vulnerabilities related to symptoms of depression following 
the encounter of a predictable stressor (mock GCSE-exams). For this part, three more 
hypotheses were proposed: 
 
Hypothesis 3:  There would be an overall change in depressive symptoms between Time 
1 (before exams) and Time 2 (after the exams), with pupils reporting less 
depressive symptoms at Time 2. 
                                                 
1 GCSE stands for General Certificate of Secondary Education. In England, these exams take place at the 
end of year 10 or 11 and determine choices of Sixth Form Education/College. They are also used as a 
requirement for further education, and for some jobs or apprenticeships (Education System in the UK, 
n.d.)  
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Hypothesis 4: Perfectionism (SPP and SOP) would be associated with higher depression 
scores at Time 2 
Hypothesis 5: Rumination would mediate the relationship between trait perfectionism and 





 Study design 
The study consisted of two stages of data collection. The first screening (Time 1) was 
administered three weeks before the mock GCSE exam period had started. Measures of 
depressive symptoms, perfectionism and rumination were collected. The second 
screening (Time 2) took place 7-14 days after pupils had finished their mock exams. At 
Time 2, only measures of depression were collected.  
 
 
 Ethical approval 
Ethical approval was obtained from King’s College London Psychiatry, Nursing and 
Midwifery Research Ethics Subcommittee (HR-15/16-3736) on 21st October 2016. 
Subsequent modifications were also granted approval before screening commenced. 
 
 
 Power calculation 
An a priori power calculation was conducted to estimate the number of participants 
required for the study. Effect sizes were based on findings by Olson and Kwon (2008). 
In a sample of undergraduate students, they reported the standardized beta coefficients 
for the relationship between perfectionism and rumination as β = 0.29, and between and 
perfectionism and depression symptoms as β = 0.30. To perform a cross-sectional 
mediation analysis, with 80% power at an alpha level of 0.05, a sample of approximately 




 Pilot Study 
Prior to recruiting schools for the intended study, data was collected from a group of Year 
9 pupils (N = 120) at the time of an end-of-year exam. This allowed us to assess the 
feasibility of undertaking a study during an exam period, and to finalise the research 
protocol. From the pilot project, it was estimated that one in every three schools 
approached would agree to take part in the project, and that the proportion of pupils who 
completed the full measure at both data collection points would be approximately 50 %. 
 
 
 Recruitment Procedure 
Six state-funded academy schools local to King’s College London or from surrounding 
London boroughs were contacted with study information and invitations. Five of the 
schools expressed an interest to take part in the project, and one school was able to 
participate in the time frame. 
The participating school was located in an inner South London borough. With 207 pupils 
enrolled in year 11, it was among one of the largest schools approached. Demographic 
information was retrieved from the school’s latest Office for Standards in Education 
report (2014). It revealed that one third of pupils identified as White British, while a large 
proportion of the young people had heritage from Black and minority ethnic groups. 
These figures were consistent with data reported for the borough by local authorities 
(Greater London Authority, 2014) suggesting the sample was representative of the 
general population living in the area. 
 
 Inclusion/Exclusion Criteria 
All Year 11 pupils were invited to participate in the study. Due to the comprehension and 
literacy requirements of the self-report measures, pupils known to have a learning 
disability, autism spectrum disorder or difficulties understanding written English were 






 Consent Procedures 
As the study was seen to be of low risk, and data collection was intended universally 
across the year groups, an opt-out procedure was used for parental consent. This was 
because research into school studies using opt-in parental consent has shown a risk of 
sample bias and underrepresentation of those from minority groups, of low 
socioeconomic status, or with poor health (e.g. Chartier et al., 2008; Wolfenden, Kypri, 
Freund & Hodder, 2009; Unger et al., 2004). 
Pupils were given verbal and written information about the project before deciding if they 
wanted to take part. Printed information letters were also shared with parents and carers. 
In order to maximize opportunity to opt-out, electronic copies were also shared via the 
schools’ emailing systems at least two weeks prior to data collection. Parents and carers 
were informed they could withdraw their young person from the project by returning the 
opt-out form to the class teacher, or by contacting the research leads. 
On the days of data collection, the pupils were reminded about the project and that it was 
voluntary to take part. They were informed that they could withdraw from the study at 
any stage. The young people were also reminded that their responses would be kept 
confidential, but that answers to the questionnaires which indicated risk of harm towards 
themselves or others, or that the pupil was experiencing difficulties with low mood, would 
be shared with the schools Child Protection Lead. Pupils were asked to read and sign a 
consent form before completing any measures. 
 
 Procedure 
Questionnaire packs were administered during form time at the beginning of the day. 
Pupils who did not want to take part continued with their individual learning. A member 
of the research team was available in the class room during data collection to answer 
questions. After data collection, a risk screening was carried out and concerns were 
followed up by the school’s Child Protection Lead. 
 
 Participant Characteristics 
Of the 207 pupils enrolled in the year group, fifteen pupils opted out from the study. 
Furthermore, 42 pupils were absent at the time of Time 1 screening, or questionnaire 
packs were not administered due to the exclusion criteria being met. Data from another 
19 
15 pupils was disqualified as not all questionnaire forms had been completed. This left a 
final sample of 135 pupils (response rate = 65%). Participants were 71 females and 64 
males. The mean age was 15 years and 7 months (SD = 0.39 years).  
 
All pupils who had completed questionnaires at Time 1 were asked to take part in the 
follow up screening at Time 2. At this time, four pupils opted out, and 33 pupils were 
absent. The remaining sample (n=102) consisted of 47 males and 52 females. This group 
of pupils did not differ from the group of pupils who completed Time 1 measures only, 
in age, gender, or symptoms of depression. 
 
 Measures 
The Mood and Feelings Questionnaire (MFQ; Costello & Angold 1987) is a self-report 
measure designed to assess symptoms of depression in young people aged 6-17 years. In 
the present study, the 33-item long version was used. The MFQ comprises a list of 
statements and participants are asked to rate how well each statement describes how they 
have been feeling or acting over the past two weeks, using a scale from 0 to 2 (0 = not 
true, 1= somewhat true, 2 = true). Sample questions included ‘I felt miserable and 
unhappy’ or ‘I didn’t enjoy anything at all’. Higher total scores are associated with greater 
symptom severity. The MFQ has shown good internal consistency with α ≥ 0.91 (Daviss 
et al., 2006; Sund, Larsson & Wichstrøm, 2001). High test-retest reliability has also been 
reported, after three weeks (r = 0.84; Sund et al., 2001) and one month (ICC = 0.80; 
Daviss et al., 2006). In the present study, the internal reliability was excellent (α = 0.94). 
 
The Children’s Response Styles Questionnaire (CRSQ; Abela et al., 2000) is a 25-item 
self-report measure. Using a Likert scale from 0 = “almost never” to 4 = “almost always”, 
respondents are asked to indicate how likely they are to act in a particular way when 
feeling low. Sample items included ‘when you feel sad, do you read a book’ or ‘when you 
feel sad, do think about how alone you feel’. In this study, an adapted 21-item version 
used, as proposed by Abela, Aydin and Auerbach (2007). Accordingly, answers were 
grouped into two categories: rumination (13 items) and distraction/problem solving (8 
items). Scores on the rumination subscale have consistently been linked to symptoms of 
depression (e.g. Abela et al., 2001; Abela et al., 2007). The internal consistency and test-
retest reliability over a 4-week period has been reported as α = 0.82 and r = 0.72 for 
rumination, and α = 0.79 and r = 0.71 for distraction/problem-solving (Abela et al., 2007). 
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In the current sample, the internal reliability was α = 0.91 for rumination and α = 0.70 for 
distraction/problem-solving. 
 
The Child and Adolescent Perfectionism Scale (CAPS; Flett et al., 2000) is a 22-item self-
report measure used to assess traits of perfectionism. Using a Likert scale from 1 = “False, 
not at all true of me” to 5 = “Very true of me”, respondents are asked to rate the extent to 
which they agree with statements measuring socially-prescribed (e.g. ‘my family expects 
me to be perfect’), self-oriented perfectionism (e.g.‘I get mad at myself when I make a 
mistake’). Flett and colleagues (2016) demonstrated adequate internal consistency across 
for SOP α = 0.85 and SPP α = 0.81. They also reported the test-retest reliability over one 








 Data analysis 
Data analysis was undertaken with IBM SPSS Statistics Software. An alpha level of 
0.05 was used for all statistical tests. A data analysis plan was initially approved by Dr 
Daniel Stahl, and the final analysis presented in the result section were discussed 
approved by Dr Cedric Ginestet, both independent statisticians from King’s College 
London Biostatistics Department. 
 
 
 Treatment of missing data 
Questionnaire forms were screened for missing items. When less than 6% of values were 
missing, they were replaced by the participant’s mean scores calculated independently 
for each questionnaire subscale. If more than 6% of items were missing on any of the 
questionnaire forms, the full data set was removed. This led to the exclusion of 15 
participants at Time 1 and four participants at Time 2, and mean replacement of <1% of 
the included data. 
 
 
 Test of normality 
Data for each variable was screened for outliers. Normality of the variables was assessed 
using the Kolmogorov-Smirnov test, and visual interpretations of histograms, normal Q-
Q plots and box plots (see Appendix 9). Variables which were not normally distributed 
were processed with square root transformation prior to the use of parametric tests. When 
group differences were explored, Levene’s test was used to verify homogeneity of 












 Cross-sectional analysis 
 
3.4.1 Descriptive data 
The means and standard deviations for each measure collected at Time 1 are presented in 
Table 1. Scores on the perfectionism measure (CAPS) and Response Style Questionnaire 
(CRSQ) were both comparable to values expected, based on previous studies (e.g. Flett 
et al., 2016; Flett et al., 2011; Abela et al., 2007). Symptoms of depression at Time 1, as 
reported by the Mood and Feelings Questionnaire (MFQ), were on average somewhat 
higher than anticipated. In a community sample of children and adolescents, a mean score 
of 11.6 was reported, and scores ≥ 29 were indicative of the clinical threshold for major 
depressive episode (Daviss et al., 2006). In the present sample, 18% of pupils reported 
scored above this clinical cut off, which may have accounted for a slight positive skew of 
the data.  
 
Table 1. Descriptive Statistics (Means and standard deviations) 
 All (N = 135) Females (N = 71) Males (N = 64) 
Measure Range Mean (SD) Mean (SD) Mean (SD) 
CAPS- SOP 14-60 35.3 (9.5) 34.9 (10.0) 35.8 (9.0) 
CAPS -SPP 11-50 25.5 (8.4) 25.7 (9.0) 25.4 (7.6) 
CRSQ-Rum 13-51 25.1 (9.1) 26.7 (8.4) 23.3 (9.6) 
CRSQ-D/PS 8-26 15.5 (4.2) 15.4 (4.3) 15.5 (4.2) 
MFQ Time 1 0-58 16.7 (12.6) 20.4 (11.2) 12.7 (12.9) 
MFQ Time 2 0-58 12.9 (11.8) 16.7 (11.6) 8.8 (10.8) 
Note Abbreviations: CAPS (Child-Adolescent Perfectionism Scale), CAPS-SOP (Child-Adolescent Perfectionism 
Scale Self-Oriented Perfectionism subscale), CAPS-SPP (Child-Adolescent Perfectionism Scale Socially 
Prescribed Perfectionism subscale), CRSQ-Rum (Children’s Response Styles Questionnaire Rumination subscale), 




A series of independent t-tests was carried out to compare the mean scores of boys and 
girls on each of the measures. Scores on the rumination subscale were higher for girls (M 
= 5.11, SD = 0.83) than for boys (M = 4.73, SD = 0.94), t(126) = 2.44, p = 0.02. Female 
participants also reported greater symptoms of depression (M = 4.33, SD = 1.31) than 
male participants (M = 3.07, SD = 1.81), t(133) = 4.65, p < 0.01. No other statistically 
significant differences were found, suggesting boys and girls reported similar levels of 
self-oriented and socially-prescribed perfectionism on the CAPS measure, and 
distraction/problem-solving on the CRSQ measure. 
 
3.4.2. Hypothesis 1: Positive associations would be found between: 
a) Perfectionism (SOP and SPP) and depressive symptoms 
b) Perfectionism (SOP and SPP) and rumination 
c) Rumination and depressive symptoms  
A Pearson’s product-moment correlation was used to assess relationships between the 
variables. As predicted, a strong, positive association was found between rumination and 
depressive symptoms (r = 0.75, p < 0.01). Significant but weak correlations were also 
found between perfectionism and depression, for SOP (r = 0.17, p = 0.05) and SPP (r = 
0.19, p = 0.03). Rumination was also found to correlate with both SOP (r = 0.28, p < 
0.01) and SPP (r = 0.20, p = 0.02). 
 
Table 2. Correlations Between Dimensions of Perfectionism, Rumination, Distraction/ 
Problem-Solving, and Depressive Symptoms  
 
CAPS- SOP CAPS -SPPT CRSQ-RumT CRSQ-D/PS MFQ Time 1T 
CAPS- SOP 
1 0.48** 0.28** 0.17 0.17* 
CAPS -SPPT 
 1 0.20* 0.03 0.19* 
CRSQ-RumT 
  1 0.13 0.75** 
CRSQ-D/PS 
   1 0.02 
MFQ Time 1T 
    1 
T = Transformed data 
** Correlation is significant at the 0.01 level (2-tailed) 
* Correlation is significant at the 0.05 level (2-tailed) 
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3.4.3. Hypothesis 2: Rumination would mediate the link between perfectionism and 
depressive symptoms 
To further explore the relationship between perfectionism and depressive symptoms, we 
employed a simple mediation model as outlined by Hayes (2013). The PROCESS macro 
for SPSS (model 4) was used to test whether perfectionism indirectly influenced 
symptoms of depression through its effect on rumination (see Figure 1.). The 
bootstrapping method, based on 5,000 bootstrap samples, were used to estimate bias-
corrected confidence intervals. Separate analyses were run for self-oriented and socially-
prescribed dimensions of perfectionism. We also ran each analysis twice to assess if the 
use of transformed data would make a difference to the overall findings. As they did not, 
the results for analysis using untransformed data have been presented below to ease the 
interpretation of effect sizes. 
 
The first step of analysis was to establish a total effect of perfectionism (X) predicting 
symptoms of depression (Y) (path c). As can be seen in Table 3 and Table 4, this 
relationship was found both when SOP (b = 0.29, t(133) = 2.55, p = 0.01; R2 = 0.05) and 
SPP (b = 0.30, t(133) = 2.36, p = 0.02; R2 = 0.04) were used as the predicting variable. 
We then explored if perfectionism could predict rumination (M) (path a). Again, 
statistically significant links were found both between SOP and rumination (a = 0.27, p < 
0.01), and SPP and rumination (a = 0.21, p < 0.01). Rumination could moreover predict 
symptoms of depression (path b), in models including SOP and SPP alike (b = 1.07 and 
b = 1.05 respectively, p < 0.01). These findings suggested that Baron and Kenny’s 










Y X c’ 
 
Figure 1. Simple mediation model 
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Bootstrapped confidence intervals were used to further estimate the indirect effects of 
perfectionism on depression. These were above zero both for SOP (ab = 0.29; CI 0.10 – 
0.49) and SPP (ab = 0.22; CI 0.003 – 0.44) supporting the hypothesis of a predictive 
pathway, in which perfectionism leads to an increase in rumination, which in turn 
intensifies symptoms of depression. In contrast, the direct effect of perfectionism on 
depressive symptoms (c’) were no longer statistically significant, for SOP (c’ = -0.004, p 
= 0.96) or for SPP (c’ = 0.08, p = 0.32), after controlling for rumination.  Together, these 
findings suggest the links between perfectionism and rumination were fully mediated by 



























Table 3. Mediation model coefficients (self-oriented perfectionism) 
  Consequent 
  M (Rumination)  Y (Depressive Symptoms) 
Antecedent  Coeff. SE p  Coeff. SE p 
X (SOP) a 0.27 0.08 0.001 c’ -0.004 0.08 0.95 
M (Rumination)  - - - b 1.07 0.08 <0.01 
  R2 = 0.08  R2 = 0.59 
          F (1,133) = 11.71, p < 0.01        F (2,132) = 98.11, p < 0.01 
Table 4. Mediation model coefficients (socially-prescribed perfectionism) 
  Consequent 
  M (Rumination)  Y (Depressive Symptoms) 
Antecedent  Coeff. SE p  Coeff. SE p 
X (SPP) a 0.21 0.09 0.026 c’ 0.08 0.09 0.33 
M (Rumination)  - - - b 1.05 0.08 <0.001 
  R2 = 0.04  R2 = 0.60 
          F (1,133) = 5.07, p = 0.03        F (2,132) = 97.29, p < 0.01 
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  Exploratory analysis 
The second part of the study was exploratory. It included a subset of pupils who had 
completed measures at Time 1 who also repeated the depression measure at Time 2. 
 
3.5.1. Data preparation 
Data was prepared as outlined in section 3.1. Three outliers were identified, whose 
changes in depression scores were three times smaller or larger than the interquartile (IQ) 
range. They were removed to improve the normality of the data prior to analysis. This 
left a sample of 99 pupils. 
 
3.5.2.  Descriptive statistics 
To assess for group differences between pupils who participated at both time points 
compared to Time 1 only, a series of independent t-tests were carried out comparing mean 
scores of perfectionisms (SOP and SPP), rumination, distraction/problem-solving and 
depression scores at Time 1. No statistically significant differences in mean scores were 
found on any of the assessment measures. A Chi-square test was used to compare the 
proportion of male and female participant at Time 1 and Time 2. No statistically 
significant differences were found in gender distribution. 
 
3.5.3.  Hypothesis 3: There would be an overall change in depressive symptoms 
between Time 1 (before exams) and Time 2 (after the exam) with pupils 
reporting less symptoms of depression at Time 2.   
A paired sample t-test was performed to compare mean depression scores between Time 
1 and Time 2. On average, pupils reported more symptoms of depression four weeks 
before exams (M = 15.43, SD = 11.17) than they did in the immediate period after the 




3.5.4.  Hypothesis 4: Perfectionism (SPP and SOP) would be associated with higher 
depression scores at Time 2  
A partial correlation was used to explore the relationship between perfectionism and 
symptoms of depression at Time 2, whilst controlling for symptoms of depression at 
Time 1. There was a modest, positive correlation between SPP (M = 24.69, SD = 7.45) 
and Time 2 depression scores (M = 12.73, SD = 11.39) whilst controlling for Time 1 
depression score (M = 15.43, SD = 11.17), which was statistically significant (r = 0.23, 
p = 0.02). No statistically significant relationship was found between SOP (M = 34.76, 
SD = 8.90) and Time 2 depression scores, after controlling for symptoms of depression 
at Time 1 (r < 0.01, p = 0.95). 
 
 
3.5.6. Hypothesis 5: Rumination would mediate the relationship between perfectionism 
and depressive symptoms at Time 2 
 
To assess if rumination mediated the relationship between perfectionism and depression 
scores at Time 2, a simple mediation (as described in section 3.4.3) was run. 
Perfectionism (SOP/SPP) was used as the predicting variable (X), Time 2 depression 
scores were used as the outcome variable (Y) and rumination was used as the mediator 
(M). Symptoms of depression at Time 1 were controlled for as a covariate (C) as can be 












Figure 2. Simple mediation model with symptoms of depression at Time 1 as a covariate 
C 






Separate analyses were run for self-oriented and socially-prescribed perfectionism. After 
accounting for symptoms of depression at Time 1, the total effect of SOP on symptoms 
of depression at Time 2 was reduced (c = -0.001, p = 0.90). Furthermore, the indirect 
effect of SOP on depression with rumination as a mediator was not statistically different 
from zero (point estimate = 0.02, with a 95% bias-corrected bootstrap confidence interval 
of -0.01 to 0.06) suggesting self-oriented perfectionism could not predict symptoms of 
depression at Time 2.  
 
In contrast, a total effect of SPP on symptoms of depression at Time 2 was found (c = 
0.24, p < 0.01), even after accounting for symptoms of depression at Time 1. The indirect 
effect of SPP on depression with rumination as a mediator was not statistically different 
from zero (point estimate = 0.01, with a 95% bias-corrected bootstrap confidence interval 
of -0.01 to 0.05). These findings suggest that socially-prescribed perfectionism directly 








Table 5. Mediation model coefficients (self-oriented perfectionism) 
  Consequent 
  M (Rumination)  Y (Depressive Symptoms) 
Antecedent  Coeff. SE p  Coeff. SE p 
X (SOP) a 0.11 0.06 0.08 c’ -0.01 0.07 0.90 
M (Rumination)  - - - b 0.15 0.11 0.20 
C (Depression Time 1) f 0.52 0.05 <0.01 g 0.77 0.08 <0.01 
  R2 = 0.52  R2 = 0.59 








The present study aimed to explore perfectionism as a possible cognitive vulnerability to 
depression in a mid-adolescent sample. The study had two aims; The first aim was to 
investigate if the link between perfectionism and depression was mediated by rumination 
as previously proposed by Flett and colleagues (2002). Secondly, to establish whether 
perfectionism could predict symptoms of depression prospectively, after the encounter of 
an academic stressor.  
 
As an overview of the main findings, both self-oriented (SOP) and socially-prescribed 
(SPP) perfectionism were linked to symptoms of depression in a cross-sectional analysis. 
These associations were fully mediated by rumination. When symptoms of depression 
were measured again, five weeks later, socially-prescribed perfectionism reported at 
Time 1 was found to predict higher scores in depressive symptoms at Time 2. This effect 
was found to be direct. In contrast, self-oriented perfectionism was not associated with 
depression at Time 2. These findings suggest that young people react differently to 
achievement stressors, and that those who report socially-prescribed perfectionism may 
be at a higher risk of developing symptoms of depression in the context of such stress.  
Table 6. Mediation model coefficients (socially-prescribed perfectionism) 
  Consequent 
  M (Rumination)  Y (Depressive Symptoms) 
Antecedent  Coeff. SE p  Coeff. SE p 
X (SPP) a 0.04 0.08 0.62 c’ 0.23 0.08 < 0.01 
M (Rumination)  - - - b 0.13 0.11 0.23 
C (Depression Time 1) f 0.52 0.05 < 0.01 g 0.83 0.06 < 0.01 
  R2 = 0.51  R2 = 0.72 
          F (2,96) = 49.17, p < 0.01        F (3,95) = 81.58, p < 0.01 
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 The replication of a mediation model 
Building on the work by Flett et al. (2011) and Olson and Kwon (2008), the first aim of 
the study was to explore if perfectionism was associated with depression; and whether 
this relationship was direct or mediated by rumination. Measures were collected three 
weeks before the start of an important exam period. Pupils in the present sample were 
observed to report elevated symptoms of depression, compared to expected norms 
(Daviss et al., 2006). Bivariate correlations indicated associations between perfectionism 
and depression, perfectionism and rumination, and rumination and depression.  
A simple mediation model (Hayes, 2013) was employed to further investigate the nature 
of these relationships. Both SOP and SPP were found to predict depressive symptoms. 
The two effects were fully mediated by rumination. These results were consistent with 
findings from an older sample of undergraduate students (Olson and Kwon, 2008). In 
contrast, Flett and colleagues (2011) did not find a significant association between SPP 
and rumination in a group of younger pupils (ages 12 to 14 years). They suggested that 
SPP and rumination may become more strongly paired as more stressors are encountered. 
Findings from the present study could be used in support of this hypothesis; during the 
transition from early to mid-adolescence, pupils would for example likely have noticed 
an increase in academic demands, which may have been accompanied by higher 
expectations from others. This may have led to a stronger internalisation of demands, and 
an increase in self-monitoring.  
 
 Perfectionism as a prospective predictor of depression 
The second aim of the study was to explore if perfectionism could predict depression 
prospectively. Symptoms of depression were reassessed within two weeks of pupils 
finishing their exams, but before their results had been disseminated. Overall, the 
sample’s mean score of depressive symptoms were significantly lower than prior to the 
exams. These findings may have reflected mood returning to baseline, or pupils 
experiencing elevated mood due to a sense of relief after the stressor had passed.  
A partial correlation was used to explore the association between perfectionism at and 
symptoms of depression at Time 2, whilst controlling for Time 1 depression scores. 
Again, there was a modest, positive relationship between SPP and symptoms of 
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depression. Pupils endorsing this type of perfectionism was hence more likely than their 
peers to report higher levels of depression at Time 2; suggesting a slower recovery 
following the stressful event among pupils with this predisposition. This association was 
not found between SOP and depressive symptoms. 
A mediation analysis was repeated, to further investigate if perfectionism and rumination 
measures collected at Time 1 could predict symptoms of depression at Time 2, and to 
explore the relationship between the variables. Symptoms of depression at Time 1 were 
also controlled for. As in the cross-sectional analysis, SPP was found to predict 
depression, but in this prospective model the effect was direct, and no longer mediated 
by rumination. SOP was not found to predict depression prospectively.  
Some considerations may be offered to why these differences between SPP and SOP were 
found, which are not mutually exclusive. Firstly, it may be that SOP is more dynamic 
than SPP. This type of perfectionism may become more activated as a response to 
depression, rather than precipitating depressive symptoms.  
Another explanation may be that SPP and SOP interact with distinct cognitive factors, 
which influences pupils’ experiences of the exams. Young adults with high traits of SPP 
have for example been found more likely than their peers to believe that failures would 
have negative social consequences (Conroy, Kaye and Fifer, 2007). This may in turn 
activate catastrophic thinking related to the exams, which could impact on mood. In 
contrast, SOP has been linked to intrinsic motivation in achievement tasks, and to hope 
(Ashby, Dickinson, Gnilka & Nobel, 2011). From factor analyses, it has further emerged 
that SOP may consist of two discrete components; adaptive striving and self-criticism 
(McCreary et al., 2004; O’Connor et al., 2010). This may have led to a cancellation effect 
where SOP, in this adaptive form, may buffer evaluative concerns. Therefore, SPP may 
represent a stronger cognitive vulnerability to depression than SOP, particularly in the 
context of achievement stressors. 
A third hypothesis is that the stressor is qualitatively different, depending on one’s 
perfectionism style. Exams may for example consist of multiple stressors, where certain 
aspects of the event resonate more with a specific trait of perfectionism than others. For 
pupils who put pressure on themselves to do well, the performance during the assessment 
day may be the most stress-inducing aspect of the exam. Once this stressor has passed, 
they may be able to start the process of accepting negative outcomes (e.g. the perception 
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of their performance as sub-standard). For pupils who experience demands to come from 
others, the main stressor may however not be the exam, but rather the fear of being judged 
once they have received their grades. Hence, for pupils with high levels of SPP the 
stressor may still be ongoing until after the results of the exams are known, because of 




Some limitations should be taken into consideration when interpreting the findings from 
the present study. Firstly, the alpha values selected for the data analysis were not adjusted 
to correct for multiple comparisons, which would increase the risk of false positive 
findings (Type I errors). This decision was weighed up by considering the risk of false 
negative findings (Type II errors), which in the present study were judged as substantial 
due to the anticipation of small effect sizes, and a relatively modest sample size. 
Furthermore, the risks associated with a Type II error could arguably have a more 
detrimental outcome than if a Type I error was made; e.g. to disregard a small, albeit 
present effect of perfectionism and not offer pupils support at a period when it would be 
the most needed, compared to the risk associated with recommending support for selected 
pupils, who may not have been in more need of support than their peers. The decision to 
maintain an alpha value of 0.05 was justified by considering that hypotheses were 
specific, made a priori, and had a solid grounding in the literature (Armstrong, 2014). 
 
 
A second limitation was that measures of perfectionism and rumination were collected 
only at Time 1. This decision was grounded on theories conceptualising perfectionism 
and rumination as trait-like, and hence stable over time (e.g. Flett et al., 2016; Abela et 
al., 2007). It was also made for practical reasons. Specifically, the second screening had 
to be brief to fit in with school’s planned end-of-term activities and to avoid the 
screenings having an arduous effect on the pupils. It is however possible that certain 
circumstances, such as exams, are likely to activate more cognitions and behaviours 
linked to perfectionism or rumination, or to bring them at the forefront of pupils’ minds. 
A lack of Time 2 measures meant that test-retest reliability could not be assessed in the 
sample. Furthermore, a direct relationship between variables could not be explored at 
Time 2, limiting our understanding of the discrepancies between the cross-sectional 
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(Time 1) and longitudinal (Time 2) results of this study. Moreover, the timing of data 
collection should be considered. At three weeks before exams, pupils’ baseline scores of 
depression were likely to be elevated due to the proximity of the stressor, but it remains 
unclear when this distress begins to intensify.  Despite these limitations, this study is a 
valuable step towards better understanding the links between perfectionism, rumination 
and depression in the context of achievement stressors, which evokes questions and 
presents possible directions for future research. 
 
 
Finally, we do not wish to portray the relationship between perfectionism, rumination and 
depression in an overly simplistic model. This study has helped to broaden our 
understanding of how perfectionism and rumination interact and may affect the trajectory 
for pupils with high SPP. However, many other cognitive processes and emotions are 
likely be intertwined, which may have detrimental or buffering effects depending on the 
context, for example self-esteem and help-seeking. It is therefore important to continue 
expanding this model, and explore how young people build resilience to these types of 
stressors, which can guide interventions for those who find exam periods harder.  
 
 
 Implications for research 
This study has highlighted some implications for further research. Firstly, it has added to 
the argument that more longitudinal studies on perfectionism are needed (Morris & 
Lomax, 2015). In the present study, differences between SOP and SPP in their prospective 
associations to depression could be found after only five weeks. The use of exams as an 
achievement stressor was also found to be a helpful paradigm to explore such differences, 
as the stressor was predictable, universal, and believed to be especially potent for young 
perfectionists. 
 
Consistent with previous literature, rumination was found to be an important mediator 
between perfectionism and depressive symptoms in the present study. Future research 
should continue to explore other possible mediating or moderating variables influencing 
this relationship. Cognitive factors, such as hope, environmental factors, such as 
discrepancies between actual and perceived performance, or behavioural indicators of 
perfectionism could be considered. Hewitt and colleagues (2011) for example suggested 
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that perfectionism can be observed as self-promotion (i.e. trying to present oneself as 
perfect), non-display of imperfection (i.e. fear of making mistakes in front of others) or 
non-disclosure of imperfection (i.e. keeping difficulties a secret from others). A better 
understanding of how such variables interact, could also improve our knowledge of why 
perfectionism may place some young people at a greater risk of developing depressive 
symptoms, but not others.  
 
The present study could furthermore be expanded to clinical samples. Most young people 
who are seen in mental health services are still enrolled in the education system, hence 
also have exams. We may presume that for these people, emotional resources are already 
stretched, which could make exam periods a particularly difficult time. These risks have 
been highlighted by charities such as Young Minds (2011), but to our knowledge, this 
has not been well researched in academia. 
 
Finally, we offer some practical considerations for future research. In the present study, 
a barrier to more schools taking part in the project was the time requirement.  Screenings 
can indeed be time-consuming and impractical. An important area of research will 
therefore be to tweak and shorten assessment tools, yet ensure reliability is maintained. 
The use of modern technology, such as mobile phone apps should be considered, as this 
may help increase response rates and reduce the administrative burden. Apps are also a 
medium of information gathering that young people nowadays are accustomed to.  
 
 
 Clinical implications 
The overall increase in depressive symptoms before the exams has highlighted the 
importance of strengthening support for pupils during this period, and to offer help 
proactively. Perfectionism is thought to reduce help-seeking and increase thoughts such 
as ‘I should cope alone’ (Hewitt et al., 2011). This in turn is thought to raise clinical risk 
(O’Connor, 2007; Hoff & Muehlenkamp, 2009). It will therefore be particularly 
important to encourage pupils to seek support when needed, for example by promoting 
school resources, providing information about helplines and emergency numbers, and by 
asking parents and school staff to be especially observant of changes in mood or 
behaviours during this period. 
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In line with previous recommendations by Flett et al. (2011) and Olson and Kwon (2008), 
this study also presents evidence emphasising the importance of developing cognitive 
behavioural interventions which target rumination in clinical work with young 
perfectionists. Flett and colleagues (2011) further recommend a need for interventions 
specifically targeting perfectionism as ‘the root of their difficulties’ (p. 170). For some 
young people, perfectionism may indeed be a key concept to their psychological 
formulation and form part of their individual treatment. However, when considering 
preventative, universal interventions, a focus on broader constructs such as rumination, 
resilience or assertiveness, which may mediate perfectionism, are likely to be more 
applicable across all students, and hence also more cost-effective. Psychoeducational 
groups could for example be offered as part of Personal, Social, Health and Economic 
(PSHE) educational classes. 
 
Because it appears pupils with high SPP are particularly affected by exams, it will also 
be important to involve parents and school staff in attempts to reduce environmental 
pressure. Psychoeducation about the harmful effects of expecting perfection or setting 
unrealistic expectations should be provided. It may also be helpful to assist parents and 
pupils alike in having a better understanding of different pathways and options for 
subsequent education or training (i.e. discussing alternative professions if top grade are 





The present study has added to the picture of rumination as an important mechanism 
involved in the association between perfectionism and depression. However, when 
exploring associations prospectively, socially-prescribed perfectionism was found to be 
a unique and direct predictor of depressive symptoms, in the context of encountering an 
achievement stressor. These findings may suggest that young people with this type of 
predisposition may be at a higher risk of experiencing distress following examination 
periods compared to their peers. More longitudinal studies will be needed to further 
explore if these changes in mood are maintained, and whether, through repeated exposure 
to achievement related tasks, the link between SPP and depression may become solidified. 
A further exploration of other variables which may mediate or moderate the relationship 
36 
between perfectionism and depression should also be considered, as they may help 
explain how this association is aggravated or buffered. Clinical recommendations include 
promoting awareness about the impact of exam stress on wellbeing, and to proactively 
offer pupils extra support during exam periods. 
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Appendix 2. Information Sheet for Parents 
 
 
INFORMATION SHEET FOR PARENTS AND CARERS 
REC Reference Number: HR-15/16-3736 
 
YOU WILL BE GIVEN A COPY OF THIS INFORMATION SHEET 





My name is Sofia Musil and I am training as a Clinical Psychologist at King’s College London. I 
would like to invite your child to participate in this research project which I am undertaking with 
two highly qualified Clinical Psychologists, Dr Eleanor Leigh (Principal Clinical Psychologist) and 
Dr Patrick Smith (Consultant Clinical Psychologist and Senior Lecturer). Participation in the 
project is entirely voluntary and your child should only participate if you and they want to; choosing 
not to take part will not disadvantage them in any way. Before you decide whether you want your 
child to take part, it is important that you understand why the research is being done and what 
your child’s participation will involve. Please read the following information carefully and discuss 
it with others if you wish. Please feel free to contact me (my details are at the bottom) if you would 
like more information about the project, or if anything is not clear. 
 
What is the purpose of the study? 
The study aims to investigate how differences in the way that young people think affect their 
mood. More specifically, the research project has two main aims: 
1) To examine if perfectionism, rumination, and symptoms of depression are connected  
2) To investigate if symptoms of depression change over the course of the school year, 
as academic pressure increases 
By exploring these links, we hope this project will help us to better understand why some young 
people are at a greater risk of experiencing symptoms of depression. This will help us to become 
better at identifying adolescents who are at risk of becoming depressed, and to improve strategies 




Why has your child been invited to take part? 
We are inviting Years 11 pupils in your child’s school to take part. We know that many people 
experience depression for the first time when they are adolescents, so this is a really important 
period for understanding how it develops. Because of the end of the year exams, pupils in this 
year group are also under increased academic pressure. 
Does my child have to take part? 
Participation is completely voluntary. Your child does not have to take part. If you are happy for 
your child to take part in this research you do not need to do anything further. If you do not agree 
to your child taking part please let us know by Thursday 2nd November 2017 using the attached 
form or by contacting the research team. If you have any questions please contact the research 
team using the contact details at the bottom of this sheet. 
The project requires children to read and answer a number of questions about their emotions and 
personality. If you feel your child will be unable to do this because of language or learning 
difficulties, please let us know. If you are unsure and would like to discuss this or anything else 
with us please do not hesitate to contact us.  
 
What will happen if my child does take part? 
If your child is happy to take part in the study, and you have not informed us that you do not wish 
for your child to take part, your child will be asked to sign a consent form. During your child’s form 
time, we will ask all pupils who have agreed to take part in the study to complete three short 
questionnaires asking about their mood and thinking. Your child will also be given one short 
questionnaire in the end of term, which again will ask them about their mood.  
At each stage the researchers will be available to answer any questions you or your child may 
have. The answers that your child provides will be transferred to a database and stored 
anonymously using a participant number to ensure that your child cannot be personally identified. 
All data will be anonymised in any reports or publications that result from the project. 
Even after starting the project, if you or your child decide that you no longer wish to take part in 
the project you are free to withdraw your child and all their data from the study at any time until 
1st May 2018 without giving any reason. All information relating to them up until that point will be 
withdrawn from the study and destroyed.  
 
What kind of questions will be asked? 
The study will include three questionnaires. The first one will look at perfectionism. Your child 
will be given a list of sentences such as “I feel that I have to do my best all the time” or “I get 
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mad with myself when I make a mistake”. They will be asked to rate how well each sentence 
applies to them by circling a number from “1” (False, not at all true of me) to “5” (Very true of 
me). 
The second questionnaire looks at what your child does when they are feeling low or sad. It will 
ask questions such as “When you feel sad, do you think about how alone you feel” or “When 
you feel sad, do you remind yourself that this feeling will go away”. Your child will be asked to 
give an answer by circling a number from “1” (Never) to “5” (Always). 
The third questionnaire will look at how pupils have been feeling over the past 2 weeks. It will 
ask questions such as “I felt miserable” or “I didn’t enjoy anything at all”. Pupils will be asked to 
give an answer by circling “Not true”, “Sometimes true” or “Always true” 
 
What are the possible risks of taking part? 
The main disadvantage to taking part in the study is that your child will be donating time out of 
their form time to take part. The questionnaires are brief and should take no longer than 5-10 
minutes to complete. 
The questionnaires will ask your child about their mood. Though unlikely, it is possible that 
thinking about their feelings could cause them slight distress. We will be available in your child’s 
school at the time of filling in the questionnaire, or we can be contacted afterwards to discuss any 
concerns you or your child may have. You may withdraw your child from the study or they may 
choose to discontinue at any time.  
We will check your child’s responses to the questionnaires immediately after they complete them. 
If they indicate anything that causes concern, we will discuss this with them in the first instance. 
We may also contact you, their form tutor or another professional if the risk is significant. This is 
important so that we can take steps to ensure that they are safe and can gain access to support 
if necessary. Only the small research team will be able to see the young people’s responses and 
these will not be shared with any pupils or staff at the school or anyone else outside the research 
team. 
 
What are the possible benefits of taking part?  
We hope that the project will benefit your child by increasing awareness and recognition of the 
symptoms of depression, both individually and more generally within the school. If a child is found 
to report significant symptoms of depression they will be offered support and information for 
accessing help.  
We will continue to be involved with your child’s school throughout the school year, and might 
assist in wellbeing workshops, PSHE lessons and/or hold psychology careers session for any 
pupils who are interested in Psychology as a career. 
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Will my child’s taking part be kept confidential? 
What your child reports on the questionnaires is regarded as strictly confidential. We will collect 
questionnaires as your child completes them and they will not be shown to anyone else. 
Anonymity of the material will be protected by using participant numbers and not your child’s 
name. There will be no possibility of your child as an individual being linked with the data at any 
time.  
Data will be only accessed by the researchers named in this information sheet. All questionnaires 
will be stored in a locked cabinet within King’s College London for 7 years after the completion of 
the project before being destroyed. All digital data will be anonymised and held on password-
locked computer files. Anonymised data may be shared with other researchers at King’s College 
London. 
Participation is entirely voluntary. If you or your child asks us to withdraw their data at any time 
before we submit the projects on 1st May 2018 we will remove all traces of it from the records. 
You will not need to provide a reason for withdrawing your child from the project. 
What will happen to the results of the study? 
We will produce a final report summarising the main findings, which can be sent to you and will 
be shared with the school. We also plan to disseminate the research findings through publication 
and conferences. 
 
Who should I contact for further information? 
If you have any questions or require more information about this study, please contact us using 
the following contact details:  
Researcher contact details: 
Sofia Musil  
Doctorate in Clinical Psychology 
Department of Psychology 
Institute of Psychiatry, Psychology & Neuroscience 
Addiction Sciences Building 
4 Windsor Walk 






Supervisor contact details: 
Dr Eleanor Leigh and Dr Patrick Smith 
N&S Child & Adolescent Mood Disorder 
Service 
Michael Rutter Centre  
Maudsley Hospital 






School Contact Details: 
 
 
What if I have further questions, or if something goes wrong? 
If this study has harmed your child in any way or if you wish to make a complaint about the conduct 
of the study you can contact King's College London using the details below for further advice and 
information:  
Dr Eleanor Leigh and Dr Patrick Smith 
N&S Child and Adolescent Mood Disorder Service 
The Michael Rutter Centre for Children and Young People 
Maudsley Hospital 





Appendix 3. Consent Sheet for Parents 
 
 
Thank you for reading this information sheet and for considering taking part in this 
research. 
FORM TO BE COMPLETED BY PARENTS WHO DO NOT AGREE TO THEIR CHILD 
TAKING PART IN RESEARCH STUDY 
 
Please read the Information Sheet about the research and complete this form if you DO 
NOT agree to your child taking part in the research project. 
 
Title of Study: Perfectionism, Rumination, Stress and Depressive  
Symptoms in Adolescence 
 
King’s College Research Ethics Committee Ref: HR-15/16-3736 
 
Thank you for considering whether you agree to your child taking part in this research. If you 
have any questions arising from the Information Sheet, please contact the researcher before 
you decide whether or not to let your child join in. You will be given a copy of this Consent Form 





1. I confirm that I have read and understood the information sheet dated 22/05/2017 
 for the above study. I have had the opportunity to consider the information and  
asked questions which have been answered satisfactorily. 
 





__________________                
Child’s name  
 
 
__________________               __________________              _________________ 











Appendix 4. Information Sheet for Young People 
 
INFORMATION SHEET FOR YOUNG PEOPLE 
REC Reference Number: HR-15/16-3736  
 
YOU WILL BE GIVEN A COPY OF THIS INFORMATION SHEET 
Perfectionism, Rumination, Stress and Depressive Symptoms in Adolescence 
 
Dear Pupil, 
My name is Sofia Musil and I am training as a Clinical Psychologist at King’s College London. I 
am supervised by two highly qualified Clinical Psychologists, Dr Eleanor Leigh and Dr Patrick 
Smith. We would like to invite you to take part in this research project. Participation in this project 
is entirely voluntary and you should only participate if you want to. If you do not want to you will 
still take part in school as normal.  
Please read this letter to understand what the project is about and to help you decide whether 
you would like to take part. Please feel free to talk to other people if you want help in deciding 
whether or not to take part. Please also feel free to ask your form tutor or contact me (my details 
are at the bottom) if there is anything in this information sheet that is not clear, or if you would like 
more information about the project. 
 
What is the purpose of the study? 
The study looks at how differences in the way that young people think affect their mood. More 
specifically, we are looking at perfectionism (which is when people set high standards for 
themselves), rumination (which is when people spend a lot of time thinking about how they feel) 
and mood. We also want to investigate if pupils’ mood typically changes over the course of the 
school year as academic pressure increases. 
We hope this project will help us to better understand why some young people feel depressed. 
This will help us to become better at identifying adolescents who are at risk of becoming 






Why have you been invited to take part? 
We are inviting Years 11 pupils in your school to take part in this study. This is because we know 
that for many people who go onto develop depression they will have their first difficulties with their 
mood in their teenage years. These are also important school years, and because of exams at 
the end of the year, pupils in these year group can feel they are under a lot of academic pressure. 
Do I have to take part? 
Participation is 100% voluntary. You do not have to take part if you do not want to. If you have 
any questions you should ask one of the researchers who will be happy to talk to you. You should 
not agree to take part in this research until you have had all your questions answered. Each time 
we come to the school we will ask you if you still want to take part and you can say no at any time 
without any effect. You do not need to give a reason for not wanting to take part. 
The research project requires you to read and answer a number of questions about your feelings 
and experiences. If you think this might be too hard because of language or learning difficulties, 
please let us know and you do not have to take part. If you are unsure and would like to talk about 
this or anything else we are always happy to talk to you. Please either find us when we are in 
your school or contact us using the information at the end of this letter. You might want to ask an 
adult to help you do this. 
 
What will happen if I take part? 
If you decide to take part you will be given this information sheet to keep, and we will ask you to 
sign a form stating that you are happy to take part. Your parents are also being given information 
about the study and will be asked to let us know if they do not wish for you to take part in the 
project.  
We will come to visit your school twice. During form time, we will ask everyone who has agreed 
to take part in the study to complete 3 questionnaires: one is about your mood and two are about 
your way of thinking. During our second visit you will be asked to fill in another questionnaire 
about your mood. On both occasions, the researcher will be available in the classroom to answer 
any questions you may have. If you are not taking part you will continue with normal school 
activities. 
The answers that you give on the questionnaire will be kept private. We will enter your answers 
into a spreadsheet. Your name will not be included so that no one apart from the research team 
will know that they are yours.  
Even after starting the project, you can decide you do not want to take part anymore. You can 
decide that you do not want any information about you to be used in the project up until 1st May 
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2018. All information relating to you will be removed from the study and destroyed. You do not 
need to give a reason for not wanting to take part. 
 
What kind of questions will be asked? 
The study will include three questionnaires. The first one will look at perfectionism. You will be 
given a list of sentences such as “I feel that I have to do my best all the time” or “I get mad with 
myself when I make a mistake”. You will be asked to rate how well each sentence applies to 
you by circling a number from “1” (False, not at all true of me) to “5” (Very true of me). 
The second questionnaire looks at what you do when you are feeling low or sad. It will ask 
questions such as “When you feel sad, do you think about how alone you feel” or “When you 
feel sad, do you remind yourself that this feeling will go away”. You will be asked to give an 
answer by circling a number from “1” (Never) to “5” (Always). 
 
The third questionnaire will look at how pupils have been feeling over the past 2 weeks. It will 
ask questions such as “I felt miserable” or “I didn’t enjoy anything at all”. Pupils will be asked to 
give an answer by circling “Not true”, “Sometimes true” or “Always true” 
 
What are the possible disadvantages of taking part? 
The main disadvantage to taking part in the project is that you will be giving up a small amount of 
your form time to take part.  
The questionnaires ask about experiences that may be difficult for you and about your mood and 
feelings at the time of the project. Some, but not all, young people might find these difficult to talk 
about. We will be available at the time and can be contacted afterwards if you are upset or worried 
about any of the questions we ask. We will also check everyone’s answers on the questionnaires 
to see if there are any worries you might have and to make sure you are not at risk of anything 
bad happening. If we noticed something that makes us think you or someone you know may be 
at risk of harm then we may need to discuss this with your parent or a school staff member. This 
is important so that we can take steps to make sure that you are safe. We will always try to talk 
with you first.  
 
What are the possible benefits of taking part?  
We hope that you will find the project interesting and that it will help you be more aware of your 
feelings and how they are influenced by your thoughts and experiences. We also hope that it will 
help your school by increasing awareness about depression.  
If you have difficulties with your mood or feel low or depressed you will be offered support and 
information for accessing help. 
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We will also be doing an assembly or a psychology careers session in your school and would 
love for you to join us if you are interested in learning more about what psychologists do. 
 
Will my participation be kept private? 
What you say on the questionnaires will be kept completely private. We will collect the 
questionnaires as soon as you complete them and will not show them to anyone else.  Your name 
will not be used on the questionnaires. We will use a secret number instead so that we know who 
you are but no one outside of the research team does.  
Only the researchers at the end of this letter will be able to look at the answers to the 
questionnaires. All questionnaires will be locked in a secure cupboard within King’s College 
London for 7 years after the project is finished before being completely destroyed. Any information 
stored on the computer will not have your name on it. It will be protected by a password that only 
the research team will know. Data that has been anonymised so that it cannot be traced to you 
may be shared with other researchers at King’s College London. 
If you change your mind about taking part, you are free to stop without giving any reason up to 
1st May 2018 and have all information about you taken out of the project. 
 
What will happen to the results of the study? 
After your school has taken part in the project we will write a report about what we have found 
out. We will share this with your school. We also plan to publish the research in science journals 





Who should I contact for further information? 
You can speak to your form tutor, Head of year or SENCO. If you would like to speak to us, please 
contact us using the following contact details:  
Researcher contact details:  
Sofia Musil  
Doctorate in Clinical 
Psychology 
Department of Psychology 
Institute of Psychiatry, Psychology 
and Neuroscience 
Addiction Sciences Building 
4 Windsor Walk 




What if I have further questions, or if something goes wrong? 
If this study has harmed you in any way or if you wish to make a complaint about the conduct of 
the study you or your parents can contact King's College London using the details below for 
further advice and information:  
Dr Eleanor Leigh and Dr Patrick Smith 
N&S Child and Adolescent Mood Disorder Service 
The Michael Rutter Centre for Children and Young People 
Maudsley Hospital 




Thank you for reading this information sheet and for considering taking part in this 
research. 
Supervisor contact details: 
Dr Eleanor Leigh & Dr Patrick Smith 
N&S Child and Adolescent Mood Disorder Service 
Michael Rutter Centre  
Maudsley Hospital 




















This is a chance to find out about yourself. It is not a test. There are no right answers and 
everyone will have different answers. Be sure that your answers show how you actually are. 
Please do not talk about your answers with anyone else. We will keep your answers private and 
not show them to anyone.  
When you are ready to begin, please read each sentence below and pick your answer by circling 
a number from “1” to “5”. The five possible answers for each sentence are listed below:  
1  =   False—Not at all true of me 
2  =   Mostly False  
3  =   Neither True Nor False 
4  =   Mostly True  
5  =   Very True of me 
 
For example, if you were given the sentence “I like to read comic books,” you would circle a “5” if 
this is very true of you. If you were given the sentence “I like to keep my room neat and tidy,” you 
circle a “1” if this was false and not at all true of you. You are now ready to begin.  
Please be sure to answer all of the sentences.  
 False    True 
1. I try to be perfect in everything I do 1 2 3 4 5 
2. I want to be the best at everything I do 1 2 3 4 5 
3. 
My parents don’t always expect me to be perfect in 
everything I do 1 2 3 4 5 
4. I feel that I have to do my best all the time 1 2 3 4 5 
5. 
There are people in my life who expect me to be 
perfect 1 2 3 4 5 
6. I always try for the top score on a test 1 2 3 4 5 
7. It really bothers me if I don’t do my best all the time 1 2 3 4 5 
8. My family expects me to be perfect 1 2 3 4 5 
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  True    False 
9. I don’t always try to be the best 1 2 3 4 5 
10. People expect more of me than I am able to give 1 2 3 4 5 
11. I get mad with myself when I make a mistake 1 2 3 4 5 
12. Other people think that I have failed if I do not do my 
very best all the time 
1 2 3 4 5 
13. Other people always expect me to be perfect 1 2 3 4 5 
14. I get upset if there is even one mistake in my work 1 2 3 4 5 
15. People around me expect me to be great at 
everything 
1 2 3 4 5 
16. When I do something, it has to be perfect 1 2 3 4 5 
17. My teachers expect my work to be perfect 1 2 3 4 5 
18. I do not have to be the best at everything I do 1 2 3 4 5 
19. I am always expected to do better than others 1 2 3 4 5 
20. Even when I pass, I feel that I have failed if I didn’t 
get one of the highest marks in the class 
1 2 3 4 5 
21. I feel that people ask too much of me 1 2 3 4 5 
22. I can’t stand to be less than perfect 1 2 3 4 5 
 
  









When kids feel sad, they do and think different things.  What about you?  What do you do and 
think when you feel sad?  For each question, it is very important that you mark what you usually 
do, not what you think you should do. 
 
        
          When you feel sad, do you… 
Almost 
Never 
Sometimes Often Always 
1. Think about how alone you feel 1 2 3 4 
2. Help someone else with something so you 
don’t think about your problem 
1 2 3 4 
3. Go away by yourself and think about why  
you feel this way 
1 2 3 4 
4. Watch TV or play video games so you 
don’t think about how sad you are 
1 2 3 4 
5. Think “I’m ruining everything” 1 2 3 4 
6. Go to your favourite place and get your 
mind off your feelings 
1 2 3 4 
7. Think about how sad you feel  1 2 3 4 
8. Spend a lot of time on schoolwork 1 2 3 4 
9. Go someplace alone to think about your 
feelings 
1 2 3 4 
10. Do something you enjoy 1 2 3 4 
11. Think about how angry you are with 
yourself  
1 2 3 4 
12. Do something fun with a friend 1 2 3 4 
13. Think about other times when you felt sad 1 2 3 4 
14. Read a book or magazine  
 
1 2 3 4 
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15. Think about a recent situation wishing it 
had gone better 
1 2 3 4 
16. Ask a friend/parent/teacher to help you 
solve your problem  
1 2 3 4 
17. Think “There must be something wrong 
with me or I wouldn’t feel this way” 
1 2 3 4 
18. Try to find something good in the situation 
or something you learned 
1 2 3 4 
19. Think “I am disappointing my 
friends/family/teachers”  
1 2 3 4 
20. Talk it out with someone who you think 
can help you feel better 
1 2 3 4 
21. Think about all you failures, faults, and 
mistakes 
1 2 3 4 
22. Think of a way to make your problem 
better 
1 2 3 4 
23. Think “Why can’t I handle things better” 1 2 3 4 
24. Remind yourself that this feeling will go 
away  
1 2 3 4 
25. Think about how you don’t feel like doing 
anything 
1 2 3 4 
 
  





Appendix 9. Visual Representations of data 
  























































Self-report measures of perfectionism developed for children 




Table of Contents  
 
Abstract ........................................................................................................................... 72 
1. Introduction ......................................................................................................... 73 
1.1. Perfectionism in Young People .................................................................... 73 
1.2. Instruments to Measurements of Perfectionism............................................ 73 
1.3. Rationale of Current Systematic Review ...................................................... 74 
2. Method ................................................................................................................ 75 
2.1. Search Strategy ............................................................................................. 75 
2.2. Selection Criteria .......................................................................................... 75 
2.3. Selection Process .......................................................................................... 76 
 2.4. Overview of Quality Assessment ................................................................. 76 
Step 1 – Identifying Psychometric Properties ......................................................... 76 
Step 2 - Appraising the Methodological Quality using the COSMIN Checklist .... 78 
Step 3 -  Compare the Reported Psychometric Properties to the Pre-Determined 
              Criteria....................................................................................................... 78 
Step 4 - Evaluate the Instrument Using Best Evidence Synthesis .......................... 79 
3. Results ................................................................................................................. 81 
3.1. Characteristics of included studies ............................................................... 82 
3.2. COSMIN ratings ........................................................................................... 87 
3.3. Characteristics of included Instruments ........................................................ 87 
3.4. Summary of the Instrument Properties ......................................................... 94 
The Child-Adolescent Perfectionism Scale (CAPS) ............................................... 94 
Reliability ............................................................................................................ 94 
Validity ................................................................................................................ 95 
Other considerations............................................................................................ 96 
The Perfectionistic Self-Presentation Scale–Junior Form (PSPS-J) ....................... 96 
Reliability ............................................................................................................ 97 
Validity ................................................................................................................ 97 
Other considerations............................................................................................ 97 
The Perfectionism Cognitions Inventory (PCI) ...................................................... 98 
Reliability ............................................................................................................ 98 
Validity ................................................................................................................ 98 
The Frost Multidimensional Perfectionism Scale (FMPS) ..................................... 98 
Reliability ............................................................................................................ 99 
Validity ................................................................................................................ 99 
The Almost Perfect Scale revised (APS-R) .......................................................... 100 
71 
Validity .............................................................................................................. 101 
The Adaptive/Maladaptive Perfectionism Scale (AMPS) .................................... 101 
Reliability .......................................................................................................... 102 
Validity .............................................................................................................. 102 
Convergent validity ............................................................................................... 103 
CAPS and PSPS-J ............................................................................................. 103 
CAPS and FMPS ............................................................................................... 104 
4. Discussion ................................................................................................... 114 
References ............................................................................................................. 118 
 
List of Tables and Figures 
 
Table 1. The COSMIN taxonomy…………………………….....................................77 
Table 2. Quality Criteria for measurement properties...................................................79  
Table 3. Level of Evidence for the overall quality of the measurement properties…...80 
Table 4. Characteristics of included studies……………………………………….......83 
Table 5. COSMIN Ratings of Methodological Quality..................................................88  
Table 6. Measures of Perfectionism ………………………………………….……......93 
Table 7. Psychometric Properties………………………………………….…….........105 
Table 8. Best Evidence Synthesis………………………………………….…….........112 










In recent years, perfectionism has been suggested as a cognitive vulnerability linked to 
mental health difficulties in children and adolescents. The use of valid and reliable 
screening tools is essential to optimise assessments and evaluate treatment effects. Yet, 
there is currently no perfectionism instrument which is considered to be of ‘gold 
standard’. The purpose of this review was therefore to critically appraise measures used 
with children and adolescents. 
 
Methods 
Six databases were searched.  Articles whose main focus was to evaluate the 
psychometric properties of a measure in children or adolescent samples were selected 
according to pre-determined inclusion criteria. The methodological quality of studies was 
assessed using the Consensus‐based Standards for the selection of health Measurement 
Instruments (COSMIN) checklist. Psychometric properties were compared against 
predefined criteria, before findings were summarised using a level of evidence approach. 
 
Results 
The search identified 26 articles which met the inclusion criteria. Six instruments had 
been assessed in the target population. While most studies had explored internal 
consistency and structural validity, there was a lack of information available regarding 
test-retest reliability, construct validity and responsiveness of measures. 
 
Conclusion 
It will be important for future research to address this gap in the literature, to enable 
researchers and clinicians to make informed choices about which instrument to use. 







1.1. Perfectionism in Young People 
Perfectionism can be defined as excessive striving towards high standards (Frost, Marten, 
Lahart & Rosenblate, 1990). Largely recognised as a multidimensional construct (Morris 
& Lomax, 2014; Hewitt & Flett, 1991; Frost et al., 1990), it has been suggested to 
encapsulate both adaptive and maladaptive properties (Stoeber & Otto, 2006). 
Perfectionism has for example been thought to yield a sense of pride and achievement 
(e.g. Bieling, Israeli, Smith & Antony, 2003), especially among academically gifted 
children. In stark contrast, there is increasing evidence that these types of traits and 
cognitions may have detrimental effects on young people’s mental health (Morris & 
Lomax, 2014; Shafran & Mansell, 2001), and links have been found to depression 
(Huggins, Davis, Rooney & Kane, 2008; Stornelli, Flett & Hewitt, 2009), anxiety (e.g. 
Hewitt et al., 2002; Stornelli et al., 2009), deliberate self-harm (O'Connor, Rasmussen & 
Hawton, 2010; Nock & Prinstein, 2005) and eating disorders (e.g. Dour & Theran, 2011).  
Perfectionism may furthermore increase clinical risk, as it has been found to make young 
people less likely to seek help in times of distress (e.g. Flett & Hewitt, 2013), and to 
increase suicidal thoughts and behaviour (Jones, Ramirez, Davies, Canino & Goodwin, 
2008).  
 
1.2. Instruments to Measurements of Perfectionism 
To identify, prevent and provide treatment when perfectionism becomes of concern, 
valid, reliable and age-specific measures, such as self-report questionnaires, are essential 
(Rice & Preusser, 2002). Yet, there is no perfectionism measure which is considered to 
be of “gold standard”. Reflecting the use of different models, several instruments have 
become available to clinicians and researchers. An overview was shared by Morris and 
Lomax (2014), who concluded that while having a choice between measures is useful, it 
also presents difficulties with interpreting and comparing studies. It furthermore makes 
the selection of instruments difficult, and clinicians or researchers may risk being guided 
by personal preference or availability of the measure, rather than making decisions based 
on evidence of psychometric properties (Cheng, Chong & Wong, 1999). 
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1.3. Rationale of Current Systematic Review 
The primary aim of this systematic review was to provide an overview of the validity and 
reliability of self-report instruments of perfectionism, which had been used with children 
and adolescents in the field of mental health. Recently, Leone and Wade (2017) became 
the first authors to publish such a review in English. Some important limitations and 
differences to the present study were however noted. Firstly, it was not clear if the 
methodological quality of studies included in their review had been assessed, and if so 
whether these appraisals were taken into consideration when comparing and summarising 
findings of psychometric properties. In the present review, a ‘level of evidence’ approach 
was instead used (van Tudler, Furlan, Bomberdier & Bouter, 2003). This included 
systematically rating studies by their methodological rigor, before reported findings were 
compared. To conclude that the evidence of adequate psychometric properties for an 
instrument was strong, findings needed to be consistently reported across several studies 
of ‘good’ or ‘excellent’ methodology. 
Leone and Wade (2017) also limited their review to only include studies in which the 
research participants had been children below 15-years of age. Adolescence is believed 
to be the period in which personality traits, including perfectionist ideals, become more 
stable (Rice, Leever, Noggle & Lapsley, 2007). For this reason, there is considerable 
interest in academic and clinical work around perfectionism in this age group, and the 
appraisal of measures available for the use with adolescents is therefore needed. 
Moreover, the present review used more than one database to conduct a search for eligible 
articles.  
In conclusion, the present study has aimed to critically appraise the quality of 
psychometric properties presented for different instruments of perfectionism for young 
people up to age of 18 years old. By providing a succinct summary of the evidence of 
each instrument, it is hoped this review will guide clinicians and researchers in deciding 





2.1. Search Strategy 
The following databases were searched on 1st June 2017: PsychINFO, Embase and 
Medline (using the OvidSP platform), PubMed, Web of Science (Core collection) and 
ERIC/ProQuest.  Search terms included (Perfection*) AND (child* OR adolescen* OR 
teen* OR youth OR young) AND (measure* OR assess* OR scale). Wildcards and 
truncations were used as specified by the different data bases. No publication date or 
language restrictions were set. A manual search of reference lists was also conducted. 
The reference management software EndNote X7 (Thomson Reuters, 2016) was used to 
organise search results. References were exported and processed in Microsoft Excel 2016.   
 
2.2. Selection Criteria  
The inclusion and exclusion criteria were as follows: 
Inclusion 
• The primary purpose of the study was to evaluate the measurement properties 
(reliability, validity, or responsiveness) of a tool used to appraise perfectionism in a 
child or adolescent sample  
• Participants were 0-18 years old; studies including participants up to 20 years old 
were included if the mean age was ≤18 (e.g. if the sample was ‘high school students’) 
Exclusion 
• The tool assessed had been developed to assess a different construct, where 
perfectionism featured as a subscale (e.g. The Dysfunctional Attitudes scale; 
Weissman & Beck, 1978) 
• The measure was context specific, for example assessing sport perfectionism only 
(e.g. Performance Perfectionism Scale for Sport; Hill, Appleton & Mallinson, 2016) 
•  The primary purpose of the study was not to assess measurement properties per se, 
even if some psychometric measures had been described (for example, studies 
reporting internal consistency as part of the measurement descriptions)  
• The study was not available in English 
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2.3. Selection Process 
All titles and abstracts were screened twice by the first author (SM). Articles which 
indicated that psychometric properties had been reviewed as a primary aim of the study 
were selected for full-text review. Selected studies were retrieved through EndNote, 
OvidSP or Google Scholar. The Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) statement and flowchart (Moher et al., 2009) were followed 
to record results at each stage. 
2.4. Overview of Quality Assessment 
The quality assessment consisted of four stages, as outlined by the Protocol for Systematic 
Reviews of Measurement Properties (Terwee, 2011): 
Step 1 - Decide which psychometric properties had been assessed by the study 
Step 2 - Rate the quality of study using the COSMIN checklist 
Step 3 - Compare the property value to a predetermined criterion 
Step 4 – Evaluating the instrument using Best Evidence Synthesis 
 
 
Step 1 – Identifying Psychometric Properties 
To decide which psychometric properties had been assessed by the study, the Consensus‐
based Standards for the selection of health Measurement Instruments (COSMIN) 
taxonomy and definitions were used (Mokkink et al., 2010). The COSMIN taxonomy 
organises the psychometric properties into three domains; reliability, validity, and 
responsiveness. Reliability refers to the degree of which the instrument is free from 
measurement error, whereas validity is the degree to which the instrument is able to 
capture and measure the intended construct. Responsiveness refers to the validity of a 
change in score, for example following an intervention. These domains can be further 
broken into measurement properties, as presented in Table 1. Criterion validity, which 
can be used to assess if an instrument adequately reflects a ‘gold standard’, was not 




Table 1. The COSMIN taxonomy, adapted from Mokkink et al. (2010) 




The degree of interrelatedness amongst items 
on an instrument 
Reliability 
The proportion of total variance due to ‘true’ 
differences between participants 
Measurement 
Error 
Systematic or random error of scores, which 




The degree to which the content of an 




The degree to which scores of an instrument 
adequately reflects the dimensionality of the 
construct to be measured 
Hypothesis 
testing 
The degree to which scores on the instrument 
are consistent with hypotheses (e.g. internal 




The degree to which the performance of items 
on a translated or culturally adapted instrument 
are an adequate reflection of the performance of 
the items of the original version of the measure 
Responsiveness Responsiveness 
Responsiveness in detecting changes of scores 
on an instrument 
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Step 2 - Appraising the Methodological Quality using the COSMIN Checklist 
Studies included in the review were appraised using the COSMIN checklist (Mokkink et 
al., 2010) and 4-point scale (Terwee et al., 2011). The COSMIN checklist has been 
devised as a modular tool, and the methodological quality of a manuscript is rated 
separately for each psychometric property addressed (Mokkink et al., 2010). Hence, 
within a study, quality ratings may vary and be high for some properties but low or absent 
for others.   
The COSMIN 4-point scale consists of nine boxes, one for each psychometric property. 
Each box includes between 5 and 18 items, which can be rated as ‘poor’, ‘fair’, ‘good’ or 
‘excellent’. The overall rating for the box is then determined by the lowest score across 
items (Mokkink et al., 2012). In example, Box A assesses internal consistency. It contains 
items such as ‘was the sample size included in the internal consistency analysis adequate’ 
(item 4) and ‘was Cronbach’s alpha calculated’ (item 9).  If the sample size was only 
moderate and item 4 was rated as ‘fair’, this would be the overall rating on Box A, even 
if Cronbach’s alpha had been assessed and item 9 had been awarded a rating of 
‘excellent’. The interpretability and generalisability of the findings were assessed by 
extracting data about the study characteristics.  
To avoid a floor effect in quality ratings, an adaptation to the COSMIN 4-point rating 
scale was made. Specifically, the rating criteria for one repeated item (which asked if a 
description of how missing items had been handled had been provided) was relaxed. This 
was because the item reoccurred in all boxes except from Box D (content validity), but it 
was only addressed by one of the studies included in the present review. It was therefore 
agreed that the studies which had been rated as ‘fair’ on this item, but ‘excellent’ or ‘good’ 
on all other items in the box, could still receive a maximum rating of ‘good’.   
All studies were rated independently by the first author (SM) and another Trainee Clinical 
Psychologist (MEJ) who was familiar with the quality assessment tool. Agreement on 
individual items was 92%, with incongruencies mainly attributed to ambiguity in 
terminology or rating criteria. Discrepancies between ratings were discussed until the 
reviewers reached consensus. 
 
Step 3 -  Compare the Reported Psychometric Properties to the Pre-Determined Criteria  
Study findings were compared against the ‘rule of thumb’ criteria suggested by Terwee 
et al. (2007) and Hu and Bentler (1999), to give an indication if the psychometric 
properties of an instrument could be considered ‘acceptable’. The criteria relevant for this 
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review can be found in Table 2. Narrative summaries have been provided for cross-
cultural adaptation of the measures. 
 
Table 2. Quality Criteria for measurement properties, adapted from Terwee 2011 
Property Rating Criteria 
Internal 
Consistency 
+ (Sub)scale unidimensional AND Cronbach’s alpha(s) > 
0.70 
? Cronbach’s alpha(s) not reported for original structure OR 
Cronbach’s alpha(s) > 0.70 on some but not all subscales 
- Cronbach’s alpha(s) <0.70, despite adequate design and 
method 
Reliability 
+ ICC or weighted Kappa > 0.70 OR Pearson’s r > 0.80 P,S 
? Coefficient not determined OR Doubtful design or method 
(e.g., time interval not mentioned) 
- ICC or weighted Kappa <0.70, OR Pearson’s r <0.80 




Factors explain at least 50% of the variance OR good or 
adequate fit by goodness-of-fit criteria for a CFA or EFA 
P,GF 
? Explained variance not mentioned OR equivocal fit by 
goodness-of-fit criteria for a CFA or EFA P,GF 
- Factors explain <50% of the variance OR poor fit by 
goodness-of-fit criteria for a CFA or EFA P,GF 
Hypothesis 
testing 
+ Specific hypotheses were formulated AND at least 75% of 
the results are in accordance with these hypotheses 
? Doubtful design or method (e.g., no hypotheses); 
- Less than 75% of hypotheses were confirmed, despite 
adequate design and methods 
+ = positive rating, ? = indeterminate rating, - = negative rating; ICC = intraclass correlation coefficient;  
P Park et al.(2013); S Schellingerhout et al.(2012); GF Good or adequate fit: comparative fit index (CFI) > 0.90, 
root mean square error of approximation (RMSEA) ≤0.08; Inadequate fit: CFI <0.85, RMSEA >0.10, 
Indeterminate fit: the values of fit indexes ranged in between the adequate criteria and inadequate criteria (Hu & 
Bentler, 1999) 
 
Step 4 - Evaluate the Instrument Using Best Evidence Synthesis 
The evidence of psychometric properties for each instrument were summarised according 
to the Best Evidence Synthesis recommendations. These were produced by the Cochrane 
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Back Review Group (van Tudler et al., 2003) to compare randomized controlled trials, 
but have been adapted to and used in systematic reviews of self-report measures (e.g. 
Park, Reilly-Spong & Gross, 2013; Schellingerhout et al., 2012). 
A Best Evidence Synthesis (BES) was used, taking into consideration the rigor of studies 
which assessed the psychometric properties, if the property criteria were met, and the 
consistency of findings across studies. The level of evidence, rating and criteria have been 
outlined in Table 3. Because BES is used to compare studies, it is recommended that the 
study population, setting and version of the instrument is sufficiently similar for findings 
to be meaningful (Terwee et al., 2011). Therefore, only studies conducted in a community 
setting and which using the original instrument was included in the evidence synthesis. 
 
Table 3. Level of Evidence for the overall quality of the measurement properties, 
adapted from van Tudler et al. (2003) 
Level Rating Criteria 
Strong + + + or - - - 
Consistent findings in at least two studies of good 
methodological quality, or in one study of excellent 
methodological quality 
Moderate + + or  - - 
Consistent findings in at least two studies of fair 
methodological quality, or in one study of good 
methodological quality 
Limited + or  - Findings reported in one study of fair methodological 
quality 
Conflicting ± Conflicting findings from studies of comparable 
methodological quality 
Indeterminate ? Findings from excellent, good or fair studies were not 
definitely positive or negative 







Using the search strategy, a total of 2538 records were identified. Only articles which had 
indicated that a primary aim of the study was to assess the reliability, validity or 
interpretability of a perfectionism measure were selected for full-text review. As can be 
seen in the PRISMA flowchart (Figure 1), some main reasons for exclusion included that 
the study had used adult samples, that the search terms had identified articles from an 
unrelated discipline or construct, or that perfectionism was mentioned in the context of 
specific diagnostic categories. A number of articles (n=296) also assessed perfectionism 
in children and adolescents, but the main purpose of the article was not to explore 
psychometric properties. Study which had used cluster analysis only were not included 
in the review, as these studies did not evaluate measures properties per se, but rather 
provided frameworks for how scores on perfectionism subscales could be categorised.  
 
Figure 1 Flowchart of search strategy and selection criteria 
*Please note: Some articles were excluded for more than one reason 
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3.1. Characteristics of included studies 
A total of 26 unique articles were identified and included in this review. An overview of 
the study characteristics can be found in Table 4. All studies had been conducted with 
community samples. Two studies in addition assessed the use of self-report measures in 
clinical populations (Castro et al., 2004; Hewitt et al., 2011). Four studies were limited to 
young people with high academic ability, referred to as ‘gifted’. Three studies assessed 
and compared the psychometric properties of more than one instrument. 
Ages of study participants ranged between 8 and 20 years. Ten studies included 
participants of varied ages (range ≥ 6 years), eight studies had used younger groups of 
participants (childhood up to pre-adolescence), and seven studies included participants 
from pre-adolescence up to early adulthood. One study did not report an age-range of 
their participants.  
Twelve of the studies included had been carried out in North America, seven in Europe, 
two in Australia and five in China. Translated versions of the instruments had been used 
in 10 of the studies included for review.
83 
 
Table 4. Characteristics of included studies 
Reference 
Measure(s) 








Baş & Siyez (2010) CAPS Community 9-16 11.6 (2.4) 459 58 Turkey 
Bento et al. (2014) CAPS Community  NR 15.8 (1.5) 971 59 Portugal 




Sample 1 (Community) 
Sample 2 (Anorexia Nervosa) 
Subsample (Mix Sample 1 & 















Chan (2009) F-MPS Community (Gifted) 8-19 12.2 (2.2) 380 40 China 
Cheng et al. (1999) F-MPS Community  13-18 14.8 (2.0) 947 59 China 














Table 4. Characteristics of included studies 
Reference 
Measure(s) 








Flett et al. (2012a) PSPS-J Community  Grade 7-8 12.9 (NR) 88 55 Canada 
Flett et al. (2012b)  PCI   
CAPS 
Sample 1 (Community) 










Flett et al. (2016)  
  
CAPS Sample 1 (Community) 
Sample 2 (Community) 















Fong & Yuen (2011) AMPS Community  9-13 10.6 (1.2) 599 47 China 
Hawkins et al. (2006) F-MPS Community (Private School) Grade 7 & 
10 
NR 409 100 Australia 
Hewitt et al. (2011) 
  
PSPS-J Sample 1 (Psychiatric) 
Sample 2 (Community) 















Table 4. Characteristics of included studies 
Reference 
Measure(s) 








McCreary et al. (2004) CAPS Community (African 
American) 
Grade 6 11.8 (0.35) 481 46 USA 
O'Connor et al. (2009) CAPS Sample 1 (Community) 
Sample 2 (Community) 







Parker & Stumpf (1995) F-MPS Community (Gifted) Grade 6 NR 855 37.5 USA 
Rice & Preusser (2002) AMPS Sample 1 (Community) 











Rice et al. (2004)  
 
AMPS Community (Subset from 
Rice & Preusser, 2002) 
9-11 10.3 (0.6) 113 57 USA 
Rice et al. (2007) AMPS Community  12-16 13.3 (0.8) 141 57 USA 
Sastre-Riba et al. (2016) APS-R Community  9-16 12.3 (2.2) 1476 50 Spain 
Siegle & Schuler (2000 F-MPS Community (Gifted) Grade 6-8 NR 391 58 USA 
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Table 4. Characteristics of included studies 
Reference 
Measure(s) 








Sironic & Reeve (2015) F-MPS 
CAPS 
APS-R 
Community  Grade 9-12 NR 938 62 Australia 
Stumpf & Parker (2000) F-MPS Community (Gifted) Grade 6 NR 855 38 USA 
Taylor et al. (2017) F-MPS Community  12-18 15.6 (1.8) 290 52 UK 
Vandiver & Worrell 
(2002) 
APS-R Community (Gifted)  11-15 13.2 (0.8) 342 52 USA 
Wang et al. (2009) APS-R Community  14-21 16.6 (1.4) 509 39 China 
Yang et al. (2015) CAPS -C Community  8-20 13.7 (NR) 933 53 China 






3.2. COSMIN ratings 
The methodological quality ratings can be found in Table 5. No article selected for review 
was completely excluded due to lack of poor methodology. Internal consistency was 
reported by all included articles. Most received the quality rating of ‘good’. Lower ratings 
were typically due to small sample sizes, or a lack of evidence for unidimensionality of 
the assessed instrument or subscales. Test-retest reliability was assessed in five studies. 
These were rated to be of ‘fair’ methodological quality. To receive higher quality ratings, 
evidence of independent administration, similar test conditions, and evidence that 
systematic errors in scores had not occurred would have been needed. Measurement error 
was not assessed by any of the included studies. 
Five studies assessed content validity, but only one of the manuscripts was rated to be of 
‘good’ methodological quality. Other studies received a rating of ‘poor’, mainly due to a 
lack of involvement from the target population. Structural validity was assessed in 24 
studies. The quality of these studies was generally considered ‘good’. Lower ratings were 
predominantly due to small sample sizes or minor flaws in the design or execution of the 
study. The methodological quality of hypothesis testing varied. Many studies made 
references to previous findings, but hypotheses were sometimes vague, and it could not 
be deducted what was expected. Cross-cultural validity was assessed in nine studies. All 
were rated to be of ‘poor’ or ‘fair’ methodological quality, and the translation procedure 
was typically poorly evidenced. For a higher rating on the COSMIN checklist, more than 
one forwards and backwards translation of the instrument was required, and the final 
translation should have been reviewed by a committee (preferably the instrument 
developers). Responsiveness was not assessed in any of the studies included. 
 
3.3. Characteristics of included Instruments 
Six self-report measures of perfectionism were identified. A description of each 
instrument, including the number of items, subscales, response format and sample items 
have been presented in  Table 6.
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Table 5. COSMIN Ratings of Methodological Quality 
Measure/ reference Internal consistency Reliability Content validity Structural validity Hypothesis testing Cross-cultural validity 
CAPS       
 Flett et al. (2016)       
      Sample 1 Good  Poor Good Fair  
      Sample 2 Good   Good Fair  
      Sample 3  Fair     
 McCreary et al. (2004) Good   Good Good  
 O'Connor et al. (2009)       
      Sample 1 Good   Good Good  
      Sample 2 Good Fair  Good Good  
 Sironic & Reeve (2015) Good   Good Fair  
CAPS Turkish        
 Baş & Siyez (2010) Good   Good Fair Poor 
      Subsample  Fair     
CAPS Portuguese        
 Bento et al. (2014) Good   Good Fair Fair 
      Subsample  Fair     
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Table 5. COSMIN Ratings of Methodological Quality 
Measure/ reference Internal consistency Reliability Content validity Structural validity Hypothesis testing Cross-cultural validity 
CAPS Spanish       
 Castro et al. (2004)       
      Sample 1 Poor    Poor Poor 
      Sample 2 Poor      
      Subsample  Poor Fair     
CAPS Chinese        
 Yang et al. (2015) Good  Poor Good Good Poor 
PSPS-J       
 Flett et al. (2012a) Poor    Good  
 Hewitt et al. (2011)       
      Sample 1            Poor  Good  
      Sample 2          Good   Good Good  
      Sample 3         Poor  
PCI       
 Flett et al. (2012b)       
      Sample 1         Good   Good Good  
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Table 5. COSMIN Ratings of Methodological Quality 
Measure/ reference Internal consistency Reliability Content validity Structural validity Hypothesis testing Cross-cultural validity 
      Sample 2          Poor      
FMPS       
 Hawkins et al. (2006) Excellent   Excellent Good  
 Parker & Stumpf (1995) Good   Good Fair  
 Siegle & Schuler (2000) Good  Poor Good Fair  
 Sironic & Reeve (2015) Good   Good Fair  
 Stumpf & Parker (2000) Poor    Good Fair  
 Taylor et al. (2017) Good   Good Good  
FMPS Chinese       
 Chan (2009) Good   Good Good Fair 
 Cheng et al. (1999) Good   Good  Fair  Poor 
FMPS  Portuguese       
 Correia et al. (2017)      Not Assessed 
           Sample 1 Fair   Fair Fair  
            Sample 2    Fair Fair  
APS-R       
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Table 5. COSMIN Ratings of Methodological Quality 
Measure/ reference Internal consistency Reliability Content validity Structural validity Hypothesis testing Cross-cultural validity 
 Sironic & Reeve (2015) Good   Good Fair  
 Vandiver & Worrell (2002) Good   Good Fair  
APS-R Spanish       
 Sastre-Riba et al. (2016) Good   Good Good Fair 
APS-R Chinese       
 Wang et al. (2009) Good   Good Good Fair 
AMPS       
 Rice & Preusser (2002)       
           Sample 1 Good  Good Good Fair  
           Sample 2 Poor   Poor Good  
 Rice et al. (2004)     Good  
 Rice et al. (2007) Good   Good Good  
AMPS Chinese       




 Table 6. Measures of Perfectionism 
Instrument Items Response format Subscales Sample items 
CAPS The Child-Adolescent 
Perfectionism Scale 
(Flett et al. 2000). 
22 5-point Likert scale: 
1= False – not at all 
trues of me  
5 = Very true of me 
Two subscales; 
Self-Oriented Perfectionism (SOP), 
Self-Prescribed Perfectionism (SPP) 
• I try to be perfect in everything I do 
• My family expects me to be perfect 
• I get upset if there is even one mistake in 
my work 
• I feel that people ask too much of me 
PSPS-J Perfectionistic Self-
Presentation Scale–
Junior Form  
(Hewitt et al., 2011) 
18 5-point Likert scale: 
1= Not at all  
5 = Extremely 
Three subscales: 
Perfectionistic Self-Promotion (PSP) 
Nondisplay of Imperfection (NDP) 
Non-disclosure of Imperfection (NDC) 
• I like trying to look perfect to other people 
• Mistakes are worse when others see me 
make them 
• I should always keep my problems secret 
PCI Perfectionism 
Cognitions Inventory  
(Flett et al., 1998) 
25 5-point Likert scale 
to indicate frequency 
over the past week: 
0 = Not at all  
4= All of the time 
One Factor • Why can’t I be perfect?  
• I must be efficient at all times 
• Maybe I should lower my goals 
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 Table 6. Measures of Perfectionism 









(Frost et al., 1990) 
35 5-point Likert scale:  
1= Strongly disagree  
5 = Strongly agree  
Six subscales: 
Personal standards (PS) 
Concern over Mistakes (CM) 
Perceived Parental Expectations (PE) 
Perceived Parental Criticism (PC) 
Doubting of Actions (DA) 
Organization (O) 
• My parents expect excellence from me 
• I am a neat person 
• I expect higher performance in my daily 
tasks than most people 
• If I fail in school, I am failing as a person 
APS-R Almost Perfect Scale 
- Revised  
(Slaney et al., 2001) 
23 7-point scale:  
1= Strongly disagree  
7 = Strongly agree 
Three subscales: 
High Standards (HS) 
Discrepancy (D) 
Order (O) 
• I try to do my best at everything 
• I am never satisfied with my 
accomplishments 
• I think things should be put away in their 
place 
AMPS The Adaptive/ 
Maladaptive 
Perfectionism Scale 
(Rice & Preusser, 
2002) 
27 4-point scale:  
1= Really unlike me 
4= Really like me  
Four subscales:  
Sensitivity to Mistakes (SM) 
Contingent Self-Esteem (CSE) 
Compulsiveness (C) 
Need for Admiration (NA) 
• When I make mistakes I feel so bad I want 
to hide 
• Once I do well at something I am pleased 
• I cannot relax until I have done all my work 
• I do good work so others think I’m great 
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3.4. Summary of the Instrument Properties 
A descriptive summary of findings for each instrument can be found below. A section for 
convergence validity reporting correlations between the different measures has also been 
included. Psychometric properties as reported by each of the studies has been provided in 
Table 7, followed by a Best Evidence Synthesis in Table 8. 
 
The Child-Adolescent Perfectionism Scale (CAPS) 
One of the most widely used measures of perfectionism in children and adolescents has 
been the CAPS (Flett, Hewitt, Boucher, Davidson, & Munro, 2000). It was intended to 
measure perfectionistic traits, either in form of the tendency to place high expectations 
on oneself (self-oriented perfectionism; SOP), or as held beliefs that perfection is 
demanded from oneself by others (socially-prescribed perfectionism; SPP). The CAPS 
was adapted from an adult version of the measure, which also included other-oriented 
perfectionism (placing high expectations on others). This subscale was however not 
included in CAPS due to uncertainty about when, developmentally, one would expect 
these traits to manifest in young people (Flett et al., 2016).  
In total, eight studies assessing the psychometric properties of CAPS were identified. 
Four studies assessed the original (English) version of CAPS.  One study (McCreary 
Joiner, Schmidt, & Ialongo, 2004) adapted the response options to a 4-point scale. Three 
studies assessed translated versions of the measure (Baş & Siyez, 2010; Bento et al., 2014; 
Castro et al., 2004), and one study (Yang, Hong, Tao, & Zhu, 2015) assessed an extended 




Adequate internal consistencies on both the SOP and SPP subscales were reported by 
three studies with good methodological quality (Flett et al., 2016; Sironic & Reeve, 2015; 
Bento et al., 2014). Alpha values for both subscales ranged between 0.81 and 0.87. 
Meanwhile, two studies found adequate internal consistency for SPP (α >0.82) but not 
SOP (α =0.55 and 0.64) (McCreary et al., 2004; Baş & Siyez, 2010). Higher internal 
consistency was indicated for adolescent participants compared to children (Baş and 
Siyez, 2010). Castro et al. (2004) compared scores on the CAPS between female 
adolescents with or without anorexia nervosa. Due to small sample sizes the 
methodological quality of this study was rated as poor; but findings indicated that the 
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measure had good internal consistency also among their clinical sample (α = 0.92 for both 
SOP and SPP). 
Three studies assessed test-retest reliability of the original CAPS, but none of the studies 
met the property criteria indicated for acceptable reliability. Intraclass correlation 
coefficients (ICC) of 0.59 (SOP) and 0.69 (SPP) were reported by Bento et al. (2014), 
following a test interval of five weeks. Test-retest correlations for SOP and SPP were 
reported for a 2-week period (r = 0.63 and 0.73 respectively) by Baş & Siyez (2010), and 
over one year (r = 0.65 and 0.59 respectively) by Flett et al. (2016). A difference in test-
retest reliability between age groups was suggested, as participants who first completed 
the measure when they were in Year 5 reported higher reliability (r = 0.80 for SOP and 
r=0.70 for SPP) than did younger pupils (Flett et al., 2016).  
 
Validity 
Content validity was assessed by Flett and colleagues (2016) during the development of 
the measure, and by Yang et al. (2015) as adaptations to the Chinese-CAPS were made. 
Neither of the studies involved the target population.  
Seven studies assessed the structural validity of the CAPS. The developers (Flett et al. 
2016) used exploratory factor analysis (EFA) and reported the two factors accounted for 
41% of the variance. Using confirmatory factor analysis (CFA), McCreary et al. (2004) 
and O'Connor, Dixon and Rasmussen (2009) instead found a three-factor structure to be 
a better fit, with the SOP subscale divided into SOP-striving and SOP-critical. This model 
was also supported by Baş & Siyez (2010) using principal component analysis (PCA). 
These authors have further suggested that the CAPS should be shortened to address cross-
loadings. Recommendations of which items to exclude have varied across the studies, but 
consistently the negatively worded items (items 3,9 and 18) have been found to be 
particularly problematic. Flett and colleagues (2016) have however argued that these are 
important to keep for assessment purposes.  
When translating the CAPS into Chinese, Yang et al. (2015) used a 2 x 2 model of 
perfectionism (positive/negative x SOP/SPP), as previously proposed in the adult 
literature (Chang, 2006). New items were generated to assess positive SPP, and CFA was 
used to review both the traditional 2-factor model (with the original 22 items), and their 
new 4-factor model. Only the latter model was found to be a good fit.  
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Several studies assessed the construct validity of the CAPS by testing for hypothesised 
associations between perfectionism and related constructs. As predicted, CAPS scores 
were positively correlated with symptoms of depression (r = 0.19 to 0.60; McCreary et 
al., 2004; Sironic & Reeve, 2015; Baş & Siyez, 2010) and symptoms of anxiety (r = 0.21 
to 0.48; McCreary et al., 2004; Sironic and Reeve, 2015). No statistically significant 
correlations could be found between the CAPS and symptoms of conduct disorder 
(McCreary et al., 2004). Yang et al. (2015) reported a positive association between scores 
on the Chinese CAPS (adapted) and Academic achievement and performance (r = 0.28 
to 0.49) and Learning anxiety (r = 0.19), but a negative association with Learning stress 
(r = -0.27).  
 
Other considerations 
Yang et al. (2015) pointed out the importance of considering cultural variation in 
perfectionism, in particular how expectations from others, in some Asian cultures, may 
be seen as positive and motivating. This, they argue, applies not only when research is 
conducted in Asia, but also when interpreting scores from minority groups in Western 
countries. 
 
The Perfectionistic Self-Presentation Scale–Junior Form (PSPS-J) 
Flett, Hewitt and colleagues suggested the perfectionism construct not only encompasses 
traits, but also behaviours and thought processes. The PSPS-J (Hewitt et al., 2011) was 
developed to assess interpersonal expression of perfectionism. Three subscales were 
proposed, including Perfectionistic Self-Promotion (e.g. appearing perfect to others), 
Non-Display of Imperfection (e.g. fear of making mistakes in front of others), and 
Nondisclosure of Imperfection (e.g. avoiding telling others about difficulties or mistakes 
made).  
Only two studies were found to have assessed the psychometric properties of the PSPS-J 
in children or adolescents; both produced by the instrument authors (Hewitt et al., 2011; 
Flett et al., 2012a). The adult version of the measure was also translated for the use with 




Internal consistencies varied across the subscales and were reported as high for 
Perfectionistic Self-Promotion (α > 0.89), adequate for Non-display of Perfectionism (α 
= 0.70 to 0.82), and indeterminate for the Nondisclosure of Imperfection subscale (α = 
0.60 to 0.72). Test-retest reliability was only assessed by Castro et al. (2004), using the 
adult version of the measure. An adequate correlation in total PSPS scores was found 
after one week (r = 0.83) in a small subgroup of female participants. 
 
Validity 
In the development of the PSPS-J, a pool of items was administered to a clinical sample 
of young people, and factor analysis was used to decide which items to include in the 
final version of the instrument (Hewitt et al., 2011). The target population was however 
not directly consulted about the relevance or quality of the questions. 
To assess structural validity of the PSPS-J, Hewitt and colleague (2011) used a second 
group of participants. Confirmatory factor analysis was used, and the goodness-of-fit 
indices suggested the proposed 3-factor structure was the best fit for the data. 
Consistent with expectations for construct validity, scores on the PSPS-J correlated with 
scores of measures assessing symptoms of depression (r = 0.27 to 0.37; Hewitt et al., 
2011), dysfunctional attitudes relating to depression (r = 0.49 to 0.66; Flett et al., 2012 a) 
and social anxiety (r = 0.47 to 0.56; Flett et al., 2012 a). Associations were also found 
between the PSPS-J and several subscales of the Youth Psychopathy Inventory (YPI; 
Andershed et al., 2002), with the highest correlation reported between Perfectionistic 
Self-Promotion and disarming charm (r = 0.42; Hewitt et al., 2011). As predicted, the 
strengths of correlation between each of the measures and the three subscales of the PSPS-
J varied (Hewitt et al., 2011). 
 
Other considerations 
Castro et al. (2004) suggested the PSPS might be of particular relevance to adolescents 
with Anorexia Nervosa, as focus on appearance forms part of the clinical presentation. In 
a sample of young women with eating difficulties (Sample 2) they found correlations 
between the PSPS (adult measure) and abnormal eating behaviours and attitudes (r = 
0.38; p <0.01). 
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The Perfectionism Cognitions Inventory (PCI) 
Flett and colleagues (Flett, Hewitt, Blankstein & Gray, 1998) developed a third measure 
of perfectionism, which was intended to capture the frequency of automatic thoughts with 
perfectionistic content, for example relating to performance or standards. The PCI can 
therefore be seen as a state measure, as cognitions may be more or less prevalent 
depending on the situational context (Flett et al., 2012). In contrast to the CAPS and 
PSPS-J, no adaptation to the PCI was made for the use of younger samples. Only one 
study assessing the psychometric properties of the PCI was found (Flett et al., 2012).  
 
Reliability 
Flett and colleagues (2012) reported high internal consistency of the measure (α = 0.91). 
Test-retest reliability of the PCI was not assessed. 
 
Validity 
The content validity of the measure was not assessed in the target population. The factor 
structure was assessed using principal component analysis. As predicted, only one factor 
was indicated for the measure.  
Higher scores on the PCI were associated with symptoms depression (r = 0.43), a higher 
frequency of negative automatic thoughts (r = 0.46), and with scores on the self-criticism 
(r = 0.38) and dependency (r = 0.39) subscales of the Adolescent Depressive Experiences 
Questionnaire (DEQ-A; Fichman et al., 1994). No significant differences in mean scores 
of the PCI were found between male and female participants. Together, these findings 
indicated evidence of construct validity of the measure. 
 
The Frost Multidimensional Perfectionism Scale (FMPS) 
Another well-established measure is the FMPS (Frost et al., 1990). Based on Hamachek’s 
model of perfectionism, the authors believed that different perfectionist ideals would 
emerge from an early age and solidify as traits through the reinforcement from the child’s 
environment, for example the perception that high achievements are essential to gain love 
and approval from care givers. The instrument was first developed and validated with a 
group of female undergraduate students (Frost et al., 1990), but has also been used with 
adolescent samples. 
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Nine studies which assessed the psychometric properties of the FMPS were found. Six of 
the studies used the original FMPS (small modifications were made to adjust the verb 
tense from past to present). Three studies used FMPS translated into Chinese (Chan, 
2009; Cheng et al. 1999) or Portuguese (Correia, Rosado & Serpa, 2017).  
 
Reliability 
The internal consistency was assessed by all studies included in the review, but only three 
manuscripts (Parker & Stumpf, 1995; Sironic and Reeve, 2015; Taylor, Couper & Butler, 
2017) reported alpha values for the original six factors proposed by the measure 
developers. The evidence of adequate internal consistency was found to be inconclusive, 
as across the studies Cronbach’s alpha was reported as higher than 0.7 on most, but not 
all subscales. Doubts about actions consistently failed to reach the desired value (α =0.59 
to 0.68). Test-retest reliability was not assessed. 
 
Validity 
Content validity was assessed in one study (Seigle and Schuler, 2000), but the target 
population was not involved, and the methodological quality was therefore rated as poor. 
The structural validity of the FMPS has been debated. Three studies (Parker & Stumpf, 
1995; Stumpf and Parker, 2000; Chan, 2009) reported evidence of an acceptable fit of the 
six-factors proposed by Frost and colleagues (1990). After excluding two cross-loading 
items from their analysis (item 16 and 18), Hawkins, Watt and Sinclair (2006) also 
reported an adequate goodness-of-fit index for the original structure. The authors did 
however argue that stability of the factors could be increased by merging parental 
expectations and parental criticism, and concerns about mistakes and doubts about 
actions. This four-factor solution was supported by Sironic and Reeve (2015). Other 
proposed solutions have included a one factor (Taylor et al., 2017), five factor (Cheng et 
al.1999) or eight-factor structure (Siegle & Schuler, 2000). Stumpf and Parker (2000) 
suggested the subscales could be grouped into healthy and unhealthy forms of 
perfectionism.  
 
Assessing construct validity, FMPS total scores have been positively correlated with fear 
of failure (r = 0.52; Correia et al., 2017), emotional problems (r = 0.39; Taylor et al. 2017) 
and negatively correlated with self-esteem (r = -0.27; Cheng et al., 1999). Correlation 
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coefficients varied and ranged between r = 0.12 and 0.48 for associations between the 
different subscales of perfectionism and depression, anxiety and stress, except for the 
organisation subscale which did not correlate with any of the comparison measures 
(Sironic and Reeve, 2015). 
 
Other considerations 
Cheng et al. (1999) cautioned that parenting style vary between cultures. As Frost’s model 
places emphasis on the parent-child interaction in the development of perfectionism, 
cultural context may be particularly important when evaluating the use of the FMPS. 
 
The Almost Perfect Scale revised (APS-R) 
The APS-R was developed by Slaney and Ashby (1996), after the authors had noted that 
the multidimensional scales of perfectionism as proposed by Frost et al. (1990) and Flett 
and Hewitt (Hewitt et al., 1991) predominantly focused on the negative aspect of 
perfectionism. In contrast, they had found that many people held positive beliefs about 
perfectionism, uncovered through interviews with young adults (Slaney and Ashby, 
1996). The APS-R was therefore developed to measure both adaptive and maladaptive 
properties of perfectionism (Slaney, Rice, Mobley, Trippi & Ashby, 2001). The measure 
consists of three subscales; High Standards (striving for high achievement), Discrepancy 
(reactions when failing to meet standards) and Order (neatness and organisation). The 
ASP-R was first validated in a sample of undergraduate students (Slaney et al., 2001). 
Four studies which assessed the psychometric properties of the APS-R amongst an 
adolescent population were found in this review. Two manuscripts evaluated the original 
measure (Vandiver & Worrell, 2002; Sironic & Reeve, 2015), while in two studies the 
measure had been translated into Spanish (Sastre-Riba, Pérez-Albéniz & Fonseca-
Pedrero, 2016) or Chinese (Wang, Yuen & Slaney, 2009). 
 
Reliability 
Adequate internal consistency was reported across the three subscales, with alpha values 
ranging between α = 0.79 and 0.92 (Vandiver & Worrell, 2002; Sironic & Reeve, 2015). 
Sastre-Riba et al. (2016) also reported adequate internal consistency of the measure when 
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administered to a large group of Spanish adolescents, when using McDonald’s Omega as 
the coefficient. Test-retest reliability of the APS-R was not assessed.  
 
Validity 
Content validity of the APS-R was not evaluated in any of the studies included for review. 
Structural validity was assessed using factor analysis (EFA and CFA). A three-factor 
solution was consistently found, but goodness-of-fit criteria was equivocal or could not 
be met, and in only one study could the proposed solution account for 50% of the variance 
(Wang et al., 2009). 
Sironic and Reeve (2015) found scores on the Discrepancy subscale to correlate with 
symptoms of depression (r = 0.56/ r = 0.54), anxiety (r =0.49/ r = 0.42), and stress (r = 
0.55/ r = 0.49) amongst male and female participants respectively. Weaker correlations 
were found between High Standards and stress (r =0.20/ r = 0.16) in both gender groups, 
and between High Standards and anxiety reported by boys (r = 0.18). Wang et al. (2009) 
similarly found positive correlations between Discrepancy and depression (r = 0.49), and 
Discrepancy and loneliness (r = 0.37), and negative correlation between Discrepancy and 
life satisfaction (r = -0.29). In contrast, the Order subscale correlated negatively with 
depression (r = -0.2) but positively with life satisfaction (r = 0.23). Vandiver and Worrell 
(2002) administered the Measure of Perceived Life Chances (MPLC; Jessor, Donovan & 
Costa, 1990), in which participants were asked about their future prospects (e.g., “What 
are the chances that you will have a job that pays well?”). MPLC scores correlated 
positively with High standards and Order (r = 0.51 and r = 0.40 respectively) but 
negatively with Discrepancy (r = -0.25). These findings are consistent with the hypothesis 
that discrepancy represents a more maladaptive form of perfectionism and indicate 
evidence of construct validity. 
 
 
The Adaptive/Maladaptive Perfectionism Scale (AMPS) 
AMPS was the first measure of perfectionism to be developed specifically for the use of 
children (Rice & Preusser, 2002). Similar to the ASP-R, the AMPS is based on a 
conceptualisation of perfectionism as healthy and unhealthy, as proposed by Adler 
(1964). The authors suggested these two subtypes could be distinguished by the person’s 
approach to goal-setting (a striving towards attainable or unrealistic targets) and rigidity 
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of self-evaluation (for example having flexibility to accept some mistakes instead of harsh 
self-scrutiny regardless of outcomes). Items from various adult instruments were 
reviewed and adapted for the use by a younger population. Four subcategories were 
proposed; Sensitivity to Mistakes, Contingent Self-esteem, Compulsiveness and Need for 
Admiration. 
 
Four studies were identified for this review; two studies assessed validity and reliability 
of the original measure (Rice & Preusser, 2002; Rice et al., 2007) and one study assessed 
the AMPS translated into Chinese (Fong & Yuen, 2011). A follow-up study by Rice, 
Kubal and Preusser (2004) also evaluated the construct validity of the AMPS. 
 
Reliability 
Rice and Preusser (2002) reported adequate internal consistency on all four subscales 
(alpha-values ranged between 0.73 and 0.91). These findings could however not be 
replicated in a Chinese sample; Fong and Yuen (2011) instead found that α >0.70 only 




The development study by Rice and Preusser (2002) was the first and only manuscript to 
receive a methodological quality rating of ‘good’ for their evaluation of content validity. 
A pool of 90 questionnaire items were administered to a group of fourth- and fifth-
graders, who had the opportunity to comment on the questions and response format. After 
changes were made, the measure was piloted with another group of pupils. Evidence of 
content validity was therefore indicated. 
Structural validity was first assessed using PCA. A four-factor solution was initially 
proposed. When the study was replicated with an older sample, the authors instead found 
a three-factor solution as items on the Contingent Self-Esteem subscale loaded onto the 
Concerns about Mistakes subscale, and the authors proposed self-criticism may be an 
underlying factor (Rice et al., 2007). Using CFA, Fong and Yuen (2011) did not find that 
the goodness-of-fit criteria could be met when all questionnaire items were included in 
the analysis. Instead they proposed a reduction to 23 items. Three out of the four items 
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deleted belonged to the Contingent Self-Esteem Subscale, and all had been negatively 
worded.  
To assess construct validity, Rice and colleagues (2004) asked a subsample of pupils 
(n=113) from their first study to complete the Piers-Harris Self-Concept Scale (PHSCS; 
Piers, 1969). The PHSCS consists of six subscales; behaviour, intellectual and school 
status, physical appearance and attributes, anxiety, popularity, and happiness and 
satisfaction. Sensitivity to Mistakes correlated negatively with most PHSCS subscales (r 
= -0.23 to -0.63), indicating this dimension of the AMPS was associated with a lower 
self-concept. Positive correlations were found between most aspects of the PHSCS and 
the Contingent Self-Esteem subscale (r=0.23 to 0.55), suggesting children who endorsed 
this subscale of the AMPS were likely to hold higher beliefs about themselves. The 
Compulsiveness subscale correlated with higher levels of anxiety (r = -0.38/-0.48) and 
less happiness and satisfaction (r = -0.26/-0.38) amongst boys and girls respectively, and 
with concerns about physical appearance and attributes (r = -0.35) reported by girls. For 
boys, Need for Admiration correlated with anxiety (r = 0.27), whereas for girls this 
subscale of the AMPS was also associated with more concerns about physical appearance 
and attributes (r = 0.35), and less happiness and satisfaction (r = -0.41). In an older sample 
of children, no statistically significant correlations between AMPS subscales and 
symptoms of depression could be found (Rice et al., 2007). 
 
Convergent validity 
Five of the studies included for review had used more than one perfectionism measure, 
reported correlations between the instruments (Hewitt et al., 2011; Flett et al., 2012a; Flett 
et al., 2012b; Baş & Siyez, 2010; Sironic & Reeve, 2015). The CAPS was used in all 
studies. Relationships between subscales of the instruments tended to be reported 
separately, rather than total scores of the instrument. In most cases statistically significant 
associations were found. The strongest correlations from each study have been 
summarised below. 
 
CAPS and PSPS-J 
CAPS Self-Oriented Perfectionism (SOP) and Self-Prescribed Perfectionism (SPP) both 
correlated most strongly with the Perfectionistic Self-Promotion subscale of the PSPS-J. 
Correlation coefficients were reported as r = 0.54 and 0.52 (Hewitt et al., 2011) and r = 
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0.41 and 0.36 (Flett et al., 2012a) for SOP and SPP respectively. Flett et al. (2012) found 
a stronger relationship between SOP and Non-display of imperfection (r =0.41) than 
between SOP and the Non-disclosure of imperfection subscale. The opposite was found 
for SPP, which correlated more strongly with the Non-disclosure of imperfection subscale 
(r =0.39). A similar pattern was observed by Hewitt et al. (2011). 
 
CAPS and PCI 
Flett et al. (2012b) reported significant correlations between the PCI and SOP (r =0.61), 
and between PCI and SPP (r =0.50). 
 
CAPS and FMPS 
Baş & Siyez (2010) found that most subscales of the FMPS correlated, to varying degrees, 
with both SPP and SOP (r =0.16 to 0.52). The strongest associations were found between 
SOP and Personal Standards (r =0.42), and SPP and Parental Expectations (r =0.37). 
Sironic and Reeve (2015) similarly found SOP to correlated with Personal Standards (r 
=0.75) and Concerns about Mistakes (r =0.65), whereas SPP instead were more strongly 
linked to Parental Expectations (r =0.71) and Parental Criticism (r =0.64). 
 
CAPS and APS-R 
Sironic & Reeve (2015) found significant associations between SOP and ASP-R High 
standards (r =0.73), and SPP and ASP-R Discrepancy (r =0.49).  ASP-R Order was 
moderately correlated with SOP (r =0.42), but only weakly with SPP (r =0.12). 
 
F-MPS and APS-R 
 Strong correlations emerged between the FMPS Personal Standards and ASP-R High 
Standards (r =0.82), and between FMPS Organisation and ASP-R Order (r =0.87) as 
reported by Sironic and Reeve (2015). Associations were also found between the FMPS 
Concerns about Mistakes and Doubts about Actions subscales of the FMPS, and ASP-R 
Discrepency (r =0.70).  
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Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
CAPS    
 Flett et al. (2016)    
      Sample 1 SOP 0.85 / SPP 0.81  EFA Original 2-factors: 40.9 % variance 
      Sample 2 SOP 0.81 / SPP 0.84  EFA Proposed 3-factors: 45.5 % variance 
      Sample 3 - SOP 0.65 / SPP 0.59  
(1 year) 
 
 McCreary et al. (2004) SOP 0.55 / SPP 0.83 NR: 3-factor only EFA Original 2-factors: CFI=0.77, RMSEA=0.075 
Proposed 3-factors (15-items): CFI=0.88, RMSEA=0.045 
 O'Connor et al. (2009)    
      Sample 1 NR: 3-factor only  CFA Original 2-factors: CFI=0.83, RMSEA=0.08 
Proposed 3-factors (14-items): CFI= 0.95 RMSEA=0.057 
      Sample 2 NR: 3-factor only NR: 3-factor only  
 Sironic & Reeve (2015) SOP 0.87 / SPP 0.86  CFA Original 2- factors: CFI=0.9, RMSEA=0.09 
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Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
CAPS Turkish     
 Baş & Siyez (2010) 
 
     Subsample 
SOP 0.64 / SPP 0.82  
 
SOP 0.63/ SPP 0.72   
(2 weeks) 
PCA Original 2-factors: 30.5 % variance 
Proposed 2-factor (18-items): 36.0 % variance 
CFA Proposed 2-factor (18-items): CFI=0.90, RMSEA=0.06 
CAPS Portuguese     
 Bento et al. (2014) SOP 0.83 / SPP 0.86  PCA: Original 2-factors: 41.4 % variance 
 
     Subsample 
 ICC SOP 0.59 / SPP 0.69 
(5 weeks)  
 
CAPS Spanish    
 Castro et al. (2004)    
      Sample 1 SOP 0.75 / SPP 0.82   
      Sample 2 SOP 0.92 / SPP 0.92   




Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
CAPS Chinese     
 Yang et al. (2015) NR: 4-factor only  CFA Original 2-factors: CFI=0.9, RMSEA=0.055 
PSPS-J    
 Flett et al. (2012a) PSP 0.90/ NDP 0.73 
NDC 0.57 
  
 Hewitt et al. (2011)    
 
     Sample 1          




     Sample 2          
PSP 0.91/ NDP 0.70 
NDC0.60 
 CFA Original 3-factor solution: CFI=0.98, RMSEA= 0.08 
 
     Sample 3        
PSP 0.89/ NDP 0.78 
NDC 0.66 
  
PCI    
 Flett et al. (2012b)    
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Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
      Sample 1         0.91  PCA 1-factors: 36.5 % variance 
      Sample 2          0.91   
FMPS    
 Hawkins et al. (2006) NR: 4-factor only  CFA Original 6-factor solution: 54% of variance 
CFI=0.92, RMSEA= 0.05 
Proposed 4-factor (33-items): 48% of variance 
CFI=0.90, RMSEA=0.07 (PE & PC merge; CM and DA merge) 
 Parker & Stumpf (1995) CM 0.83/ PS 0.74 
PE 0.77/ PC 0.78 
DA 0.67/ O 0.90 
 CFA Original 6-factor solution: 64.4 % of variance, GFI=0.86 
 
 Siegle & Schuler (2000) NR: 5-factor only  PCA 
Proposed 8-factor solution: 59% of variance 
 Sironic & Reeve (2015) CM 0.88/ PS 0.85 
PE 0.85/ PC 0.82 
DA 0.68/ O 0.93 
 EFA Proposed 4-factor solution: CFI=0.96, RMSEA=0.06 
(PE & PC merge; CM and DA merge) 
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Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
 Stumpf & Parker (2000) NR  PCA 2-factors: Unhealthy perfectionism 36% of variance, 
Healthy perfectionism 32% of variance 
 Taylor et al. (2017) CM 0.89/ PS 0.69 
PE 0.72/ PC 0.69 
DA 0.59/ O 0.90 
 EFA Proposed 1-factor (6-item): CFI=0.96, RMSEA=0.07 
(No items from O or CM) Replicated with validation sample 
 
FMPS Chinese    
 Chan (2009) NR: 5-factor only  EFA Original 6-factors: CFI=0.92, RMSEA=0.077 
Proposed 5-factor (15-items) 43.1% of variance 
CFI=0.97, RMSEA=0.056 (D excluded) 
 Cheng et al. (1999) NR: 5-factor only  PCA Proposed 5-factors (27-items): 43.1 % of variance 
FMPS  Portuguese    
 Correia et al. (2017)    
           Sample 1 NR: 5-factor only  CFA Original 6-factors: CFI=0.81, RMSEA=0.072 
Proposed 6-factors (21-items) CFI=0.96, RMSEA=0.045 
           Sample 2   CFA Proposed 6-factors (21-items), CFI=0.96, RMSEA=0.032 
 110 
Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
APS-R    
 Sironic & Reeve (2015) HS 0.88/ D 0.92/ O 0.83  EFA Original 3-factors: CFI=0.96, RMSEA=0.09 
 Vandiver & Worrell (2002) HS 0.79/ D 0.87/ O0.79  CFA Original 3-factor: CFI=0.88, RMSEA=0.064 
APS-R Spanish    
 Sastre-Riba et al. (2016) HS 0.67/ D 0.85/ O 0.73*  CFA Original 3-factor: CFI 0.85, RMSEA=0.06 
APS-R Chinese    
 Wang et al. (2009) NR: 19-items only  EFA Original 3-factors: 50.11% of variance 
AMPS    
 Rice & Preusser (2002)    
           Sample 1 SM 0.91/ CSE 0.86 
C 0.87/ NfA 0.85 
 PCA Original 4 -factors: 52% of variance 
 Sample 2 SM 0.90/ CSE 0.73 
C 0.75/ NfA 0.81 
 PCA Original 4 -factors: 47% of variance (Small sample) 
 Rice et al. (2007) SM=0.84/0.81 (M/F)  PCA Proposed 3 -factors: 53% of variance before rotation, 
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Table 7. Psychometric Properties  
Measure/ reference Internal consistency  Reliability Structural validity 
NfA=0.72/0.78 (M/F) 
C=0.64/0.56 (M/F) 
AMPS Chinese    
 Fong & Yuen (2011) SM 0.47/ CSE 0.65 
C 0.69/ NfA 0.83 
 CFA Original 4-factors: CFI=0.77, RMSEA=0.07 
Proposed 4-factors (23 items): CFI=0.90, RMSEA=0.05 
ICC = intraclass correlation coefficient; EFA =Exploratory Factor Analysis; CFA = Confirmatory Factor Analysis; PCA = Principle Component Analysis; CFI = Comparative Fit Index; RMSEA = 










3.5. Best Evidence Synthesis 
A Best Evidence Synthesis has been summarised in Table 8. Further comments and 
caveats to the ratings have also been shared below. 
 











CAPS + + + /? ? ? - -  ++ na 
PSPS-J ± na ? + + +++ na 
PCI ++ na na ? ++ na 
FMPS ? na ? ++/? +++ na 
APS-R + + + na na ± ++ na 
AMPS ++ na ++ ? ++ na 
Note: +++/--- = Strong evidence of positive/negative finding; ++/-- = Moderate evidence of positive/negative 
finding; +/- = Limited evidence of positive/negative finding; ± = Conflicting findings; ? Indeterminate finding;  




CAPS: Criteria was met in two good quality studies, suggesting evidence in this domain 
should be rated as strong. However, following indeterminate findings by McCreary et al. 
(2004), and in light of poor evidence of structural validity, queries have been indicated 
with a question mark. 
PSPS-J: Criteria was met by one good quality study, but not found for the Nondisclosure 
of Perfectionism subscale in the second study sample. Evidence is therefore conflicting. 
PCI: Criteria was met by one good quality study. Evidence of internal consistency was 
therefore rated as moderate. 
FMPS: Indeterminate findings were reported across three good quality studies. The 
Doubts about Actions subscale consistently fell short of the criteria. Evidence was 
therefore rated as indeterminate. 
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APS-R: Criteria was met by two good quality studies. Evidence was therefore rated as 
strong. 
AMPS: Criteria was met by one good quality study. Evidence was therefore rated as 
moderate. In a second study by the same authors, the Compulsiveness subscale did not 
meet the criteria. As this study only assessed three out of the four originally proposed 
subscales, hence this study was not included in the BES, but should be noted as a caveat.  
 
Reliability 
CAPS: Reliability was assessed by one good quality study. For the total sample, criteria 
could not be met. Authors reported higher validity in a small subsample of older children, 
hence evidence was rated as indeterminate. 
 
Content validity 
AMPS: One good quality study assessed content validity by consulting the target 
population. Measures were adjusted accordingly. Evidence was therefore rated as 
moderate. 
For all other instruments, content validity was either not assessed, or had only been 
assessed by studies which were of poor quality (rated as indeterminate). 
 
Structural Validity 
CAPS: The criteria was only met by one good quality study, but was in other studies 
suggestive of a poor or equivocal fit. Findings indicated moderate evidence of poor 
structural validity of the original two-factor structure of the CAPS. 
PSPS-J: Criteria was met by one good quality study. Evidence or structural validity was 
therefore rated as moderate. 
PCI: Structural validity was only explored by using Principle Component Analysis. 
Evidence was therefore rated as indeterminate. 
FMPS: The criteria was met by two good quality studies. Inconsistencies were however 
reported across studies, with some suggesting a reduction of items and subscales would 
produce a better fit. Evidence was therefore rated as conflicting. 
APS-R: Findings were conflicting across two good quality studies.  





For studies where hypothesis were stated, scores on the instrument tended to be 
consistent with the predictions made. The evidence was therefore consistently rated as 






The aim of the present review was to systematically examine and evaluate the evidence 
of psychometric properties, reported for measures of perfectionism used with children 
and adolescents. A critical appraisal tool, the COSMIN checklist, was used to rank the 
methodological rigor of the studies included in the review. The reported psychometric 
properties were thereafter compared against predefined criteria to determine if the validity 
and reliability reported for each measure could be considered adequate. A Best Evidence 
Synthesis approach was used to summarise the findings of studies which had assessed 
original versions of the instruments (see Table 8). 
 
 A comprehensive search strategy was used to find 2538 records, of which 26 articles met 
the study’s inclusion criteria. Collectively, they assessed psychometric domains of six 
self-report instruments. The most commonly evaluated questionnaire was the FMPS, 
followed by the CAPS. For the other instruments, studies were few, and were often 
conducted by the instrument developers. 
 
In assessing the methodological quality, the COSMIN ratings were relaxed so that studies 
could be rated as ‘good’, even if they had not reported how missing items were treated. 
Initially, the rating manual was followed, but after discovering that almost all of the 
articles included would have had an upper limit of a ‘fair’ rating, this standard was 
changed a posteriori. Following this adjustment, a broader variation in ratings across the 
different domains could be observed. Most studies assessed internal consistency and 
structural validity, and the methodological quality was typically rated as ‘good’. For other 
properties, including test-retest reliability, hypothesis testing and cross-cultural validity, 
ratings were typically lower because information was absent or unclear. This observation 
highlights a predicament; while the rigor of the COSMIN could be seen as a limitation as 
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it may lead to the overall quality of studies being underrepresented, there is also a need 
for publications to become more transparent about the methodology used. Studies could 
for example be supplemented with appendices in electronic versions of journals.  
 
There was a concerning lack of information about some questionnaire properties. No 
studies presented information about measurement error, few studies assessed test-retest 
reliability or content validity, and in no study was responsiveness explored. These are all 
important aspects which will require investigation before a fully informed decision of 
which instrument to use can be made. The absence of knowledge about test-retest 
reliability is perhaps the most urgent to address. Test-retest reliability will be important 
as there is an increased drive for prospective studies and clinical interventions of 
perfectionism (Morris & Lomax, 2014). An estimation of the consistency in scores over 
time will be needed before one can conclude that changes in scores were achieved as a 
function of another variable, such as stressful life events or an intervention.  
 
Another limitation across studies was the lack of clarity over the practical elements of 
administering and scoring the instruments, for example the completion time, suggested 
cut-off points, and T-scores to enable the comparison of a person’s individual score 
against norms from an equivalent age and gender group. These aspects would help to 
increase the interpretability of scores and could guide the choice of instruments.  
 
Based on psychometric information alone, there was no one measure which 
demonstrated superiority over the other measures included for review. The three 
measures which had been most researched, and which received the highest BES ratings 
of evidence, were the CAPS, FMPS, and APS-R. There were however some individual 
concerns about each instrument. Whilst the APS-R is emerging as a promising measure, 
it had only been evaluated by two good quality studies. Evidence of good internal 
consistency was reported, but the studies demonstrated inconsistent findings for 
structural validity, which warrant some concerns. The FMPS had some evidence of 
structural validity, but many of the studies reported a preference for a reduced version 
of the instrument with fewer subscales. Furthermore, the Doubts about Actions subscale 
of this measure did not demonstrate adequate internal consistency. Studies assessing the 
CAPS found evidence of adequate internal consistency, but not of structural validity, 
which may indicate that the self-oriented subscale would be better conceptualised as 
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two subscales. While taking these concerns into consideration, the CAPS was the only 
instrument out of these three measures which had been specifically adapted for the use 
by children and adolescents, and age-appropriate norms had also been published. The 
use of the CAPS could therefore be preferred, especially when used with younger 
populations. 
 
There were some limitations to this review. Firstly, the search, screening, and selection 
of articles were all done by the same researcher (SM). To account for possible errors or 
biases, the screening of titles and abstracts of articles was done twice. Nevertheless, the 
study would have benefitted from the verification of findings by another researcher. 
Secondly, grey literature was not included in this review. A primary search was 
conducted, which indicated that no articles could be found. Nevertheless, if this study 
was replicated at a later stage, this should be taken into consideration, as the gap in 
reported properties such as test-retest reliability may reflect a possible publication bias. 
Furthermore, it was beyond the scope of the present review to include all articles which 
had assessed any psychometric properties of a measure, for example reporting internal 
consistency as part of a study. The inclusion criteria were made stringent so that articles 
would be selected in a systematic manner. This may however have led to some relevant 
studies being missed. In contrast, Leone and Wade (2017) used a more inclusive approach 
and reported data from a large number of studies (n=76). How their findings compared to 
the present review was not assessed until after this study had been completed. Despite 
using different methodologies, both reviews were in agreement with the conclusions 
made about most psychometric properties. The overlap in findings suggest that the 
caveats mentioned above are due to a gap in research about psychometric properties of 
these instruments, rather than as an effect of important articles being missed at the 
screening stage. A difference was found in the assessment of test-retest reliability. Leone 
and Wade (2017) had used a more lenient criterion, and concluded that the test-retest 
reliability of the CAPS was adequate, whereas in this study evidence of test-retest validity 
of the CAPS was rated as indeterminate. 
 
In addition to the need to evaluate neglected measurement properties and provide clearer 
instructions about the administration and scoring of instruments, future research should 
focus on exploring how young people relate to the perfectionism construct. If 
perfectionism is perceived as positive, young people may for example overreport 
tendencies to hold perfectionist ideals. The importance of considering cultural differences 
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has also been highlighted (Yang et al., 2015; Cheng, 1999; Chan, 2009). It is important 
to further investigate construct validity to assist in the interpretation of scores, and to 
better understand the structural validity of the measures. A last recommendation includes 
for researchers to aim for smaller differences in ages between participants, or to recruit 
large enough sample sizes to control for age, or to split participants into subsamples. This 
is because some psychometric properties have been suggested to change with age. 
 
In conclusion, this review has identified that many perfectionism measures used with 
children and adolescents lack, in part, evidence of adequate psychometric properties. This 
highlights a need for further exploration of the reliability and validity of instruments, and 
guidance of how scores should be interpreted. A clear recommendation about which 
instrument to use cannot, at this point in time, be made. A tentative recommendation 
would however be to use the CAPS, as it was one of the most well-documented measures, 
it had been specifically adapted for the use by children and adolescents, and age-
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